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OVERVIEW
This portfolio is divided into two volumes:
Volume 1
Volume 1 (this volume) will be available to the public and consists of the following 
dossiers:
Academic Dossier
The Academic Dossier consists of five essays. The essays cover three core 
placement areas and one specialist area.
Clinical Dossier
The Clinical Dossier consists of a summary of each clinical placement and a 
summary of each case report.
Research Dossier
The Research Dossier consists of a research log, a service related research project 
and a major research project.
Volume 2
Volume 2 provides a more detailed description of the clinical experienced gained over 
the course of training. It contains confidential material and will be kept in the Clinical 
Psychology Department at the University of Surrey. For each placement, the 
following documentation is provided:
1. The placement contract.
2. The supervisor’s evaluation.
3. A logbook of clinical experience.
4. Examples of correspondence.
5. A case report of clinical work conducted with one client.
Volume 2 is divided into 2 parts. Part 1 consists of the above documentation for the 
Adult Mental Health Placement and the Learning Disabilities placement. Part 2 
consists of the above documentation for the Child and Family Placement, the O lder 
Adult Placement and two Specialist Eating Disorders Placements.
V II
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Academic Dossier: Aduit mental health essay
ADULT MENTAL HEALTH ESSAY 
How can we use psychological theory to explain “worry” and how may we 
approach the treatment of dysfunctional worry? Discuss with reference to the 
evidence base of the theorv(ies) you present.
Worry is a common cognitive phenomenon experienced by most individuals.
However, the pursuit for a comprehensive explanation of worry is motivated by 
findings that consistently link worry with anxiety disorders, particularly generalised 
anxiety disorder (GAD). The variety of definitions of worry that exist in the literature 
suggests that consensus over its meaning is still evading researchers in the field. If 
the definition of worry varies, inevitably, psychological explanations will reflect this 
variation as will the resulting treatment methods. Given that worry is considered a 
cognitive event, a cognitive conceptualisation is desirable. The explanation of worry 
presented here is a metacognitive model of GAD that arguably provides a more 
detailed information processing analysis of worry, (Wells 1995,1999). A distinct 
advantage of metacognitive theory is that it has specific implications for the treatment 
of dysfunctional worry. Although further research is necessary to investigate some 
components of the model, the growing evidence base of the theory and the 
advantages of a disorder-specific model are encouraging. Randomised controlled 
treatment trials to determine the efficacy of the treatment approach is warranted.
The fundamental feature of GAD is excessive and/or unrealistic worry in areas that 
are unrelated to another axis I disorder (American Psychiatric Association, 1994). 
Evidence for the role of worry in GAD has been consistently demonstrated (Brown, 
Barlow & Liebowitz, 1994; Craske, Rapee, Jackel & Barlow, 1989; Zebb & Beck, 
1998). GAD is one of the most frequent of the anxiety disorders and of those 
diagnosed in late life, it is the most prevalent (Stanley & Novy, 2000). Considering 
anxiety disorders may constitute risk factors for other problems such as depression or 
substance misuse, a comprehensive understanding of worry could lead to a better 
understanding of other disorders (Dugas, 2000). Therefore, effective treatment 
interventions for worry could potentially reduce the devastation of associated 
problems (Norton, Asmundson, Cox & Norton, 2000). The prevalence, high 
comorbidity, pervasive and chronic nature of GAD suggests that this disorder poses a 
major public health problem. Overall, the study of worry, its aetiology, course and 
treatment cannot be underestimated.
2
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Wells metacoqnitive model of GAD
Wells (1995,1999) metacognitive model of GAD describes a detailed information 
processing analysis of worry. Worry is conceptualised as a cognitive strategy for 
dealing with perceived threat. The model is illustrated below, followed by a detailed 
description of how it explains worry and the development of dysfunctional worry:
Trigger
V
Positive Meta-Beliefs Activated
i
Type 1 Worry
i
Negative Meta Beliefs Activated
i
Type 2 Worry 
(Meta-Worry) \
Behaviour Thought Control Emotion
Trigger
Initiation of the worry process is triggered by exposure to a situation, thought or 
image associated with a subjective sense of danger. For example, exposure to 
negative news material about a motorway accident, an intruding thought, such as 
“what if my husband has been in an accident”, or an unpleasant image, such as an 
image of a loved one trapped in their car. In response to the trigger, positive meta­
beliefs about worrying are activated.
3
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Positive meta-beliefs
Positive meta-beliefs are beliefs about the benefits of worrying, for example, its utility 
as a coping strategy, a problem-solving strategy or as a means of preventing a 
catastrophe. It is suggested that these positive beliefs may come from parental 
modelling of the beneficial use of worry, and/or from reinforcement of the perceived 
benefits of worrying. Examples of positive meta-beliefs are, “worrying helps me 
cope”; “if I worry about the worst and can see myself coping I will probably cope”. As 
a result of these positive beliefs, type 1 worrying is selected as a processing strategy 
to continue the appraisal of threat and to develop coping and problems solving 
strategies.
Type 1 worry
Type 1 worry involves verbal rumination about either or both of the following: a) 
external events, such as the welfare of ones partner, social or health worries; b) non- 
cognitive internal events, for example, concerns about bodily sensations. This 
motivated use of worry is likely to involve consideration of the possible consequences 
of the threat occurring, plus an examination of the strategies devised to tackle it. 
However, it is suggested that positive meta-beliefs about worry, for example, 
“worrying will help me cope with any kind of danger” is likely to increase sensitivity to 
threat related information. This in turn, heightens one’s sense of vulnerability as 
possible negative outcomes (with which one might have to cope) continue to be 
generated. Consequently, the range of worry triggers and therefore the frequency 
and magnitude of worrying is enhanced. The implications of the generation of this 
worry cycle are twofold. Firstly, if worrying is perceived as preventing the feared 
event, positive meta-beliefs are reinforced and the cycle of worry is maintained. 
Secondly, as worrying becomes more invasive it is likely to reinforce negative meta­
beliefs about the uncontrollability of worry (see negative meta-beliefs below). To 
summarise, the existence of positive meta-beliefs initiates and maintains type one 
worry, which in turn, can increase the breadth and magnitude of worrying. This can 
then lead to an automatisation of worrying in response to triggers with the 
consequence that it becomes increasingly disruptive. This can then lead to the 
development of negative meta-beliefs about worry.
Negative Meta-beliefs activated
Negative meta-beliefs are those reflecting a concern with worrying itself, i.e. beliefs 
about the uncontrollability and danger of worrying. It is suggested that negative meta-
4
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beliefs may develop from incongruous information about the effects of worrying such 
as associating worrying with mental health problems. Alternatively, and perhaps more 
likely, negative meta-beliefs are generated from the increasing intrusion of worrying 
thoughts explained above. Furthermore, recurrent experience of the worry process 
described in the model can ultimately mean that early signs of worry such as an 
intruding thought can lead to the immediate activation of these beliefs. Examples of 
negative meta-beliefs are, “worrying is harmful”; “my worries are uncontrollable”; 
“worrying can make you crazy”. Negative meta-beliefs about worry initiate type 2 
worries.
Type 2 worry (also termed metaworrv)
This form of worry is often described as ‘worry about worry’ and is concerned with the 
nature and occurrence of the worries themselves. For example “my worries are taking 
over and controlling me”; “my worries are making me go crazy”.
According to the theory the individual employs a variety of strategies to reduce the 
subjective perception of danger associated with both type 1 and type 2 worries. 
However, such strategies are deemed to reinforce positive and negative meta-beliefs 
and thus exacerbate type 1 and type 2 worry. These factors and their consequences 
are outlined below.
Behaviour
Avoidance of type one worries
Avoidance of type one worry involves the avoidance of external dangers perceived as 
inherent in certain situations. For example, avoiding exercising through fear of having 
a heart attack. However, the consequences of this sort of avoidance are that it 
prevents the individual from evaluating the likelihood of the fear occurring. In addition, 
it is likely to reinforce positive meta-beliefs about the benefits of worrying (e.g. “the 
reason I haven’t had a heart attack is because I worry about the effects of exercising 
on my heart”).
Avoidance of type two worries
Avoiding the dangers of worrying may also involve avoidance of external dangers, but 
with the aim of preventing the occurrence, or interrupting the cycle of worrying. 
However this prevents the disconfirmation of negative meta-beliefs. For example if an
5
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individual does not find out that worrying fails to make you go mad, negative meta­
beliefs and thus metaworry is maintained.
Reassurance seeking
This is conducted either to prevent the onset of worrying or to interrupt the cycle of 
worrying once it has started. For example one might ring a loved one continuously to 
check on their well being. Unfortunately this sort of checking behaviour maintains the 
preoccupation with worrying. Furthermore, if reassurance is not delivered when 
required, worrying is likely to be exacerbated. In addition, if one asks endless 
opinions on the risks of developing heart disease, conflicting responses are likely. 
The person may then generate an endless list of possible risk factors, each of which 
have to be worried about.
Thought Control
Thought control is motivated by negative meta-beliefs and refers to attempts to 
control worries because of their perceived danger. This is often attempted using 
distraction techniques such as absorbing oneself in work. However distraction can 
have the same consequences as avoidance in that it can prevent the disconfirmation 
of negative meta-beliefs. Alternatively thought control is attempted through thought 
suppression. However, thought suppression is argued to have a paradoxical effect, it 
increases the frequency of intrusions, thereby increasing the frequency of worry 
triggers and thus type 1 worry. This is likely to be taken as evidence of 
uncontrollability or impending madness, which strengthens negative meta-beliefs.
Another control strategy is to reason with ones’ worries in an attempt to control them. 
However, this is seen only to extend rumination and prevent suspension of the worry 
process. It is also possible that individuals may attempt to control their worrying by 
restricting it to certain times with the aim of generating coping strategies but at the 
same time hoping to avoid the dangers of worrying. This also maintains both positive 
and negative beliefs about worry.
Emotion
Type 1 worry may cause anxiety to increase, but if the objectives of worrying are met 
(e.g. an effective coping strategy is developed) anxiety is likely to decline. This 
reinforces positive meta-beliefs and the use of type 1 worry. Type 2 worry is also 
likely to increase anxiety and emotional symptoms with the effect of strengthening
6
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negative meta-beliefs. For example an inability to relax could be interpreted as 
evidence of losing control or going mad.
To summarise, worry is motivated by positive meta-beliefs about the benefits of 
worrying in generating coping, and problem solving strategies. However, such beliefs 
are also implicated in the exacerbation and increasing disruption of worry. This is 
thought to contribute to the generation of negative meta-beliefs about worrying. It is 
when worrying itself becomes the target of the worry process that it is deemed 
problematic. The maintenance of both positive and negative beliefs (through 
processes explained above) perpetuates this cognitive dissonance which in turn 
maintains and exacerbates pathological worry.
The evidence base of the model
The evidence base of the model can be more easily examined if it is broken down 
into a number of key components or assumptions. For example, the model would 
suggest that:
1) Both positive and negative beliefs about worrying are associated with pathological 
worry;
2) Worry leads to biased detection of threat related information;
3) Positive meta-beliefs and type one worry can contribute to the development of 
intrusive mental experiences and type 2 worry;
4) Type 2 worry is a central feature of problematic worry;
5) The attempted control or suppression of worry contributes to metaworry.
The degree to which the literature supports these key components is examined 
below.
1) Both positive and negative beliefs about worrying are associated with 
pathological worry.
Borkovec and Roemer, (1995) developed the Reasons to Worry Questionnaire based 
on reasons suggested by theory and subjective reports of GAD patients. The 
questionnaire was administered to three groups distinguished by the GAD-Q, a self 
report measure of DSM-III-R and DSM-IV criteria for GAD (American Psychiatric 
Association 1987, 1994). The three groups were: a) GAD; b) non-anxious; and c) 
non-worried anxious. The most highly rated reasons to worry across all groups were 
motivation to get things accomplished, to prepare for the possible occurrence of
7
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feared events, and to develop ways of avoiding or preventing such events. Positive 
beliefs about worry were therefore present across groups.
Davey, Tallis and Capuzzo (1996) developed a questionnaire to reflect both positive 
and negative consequences of worrying using a factor analytic method. The final 
questionnaire was found to measure five qualitatively different perceived 
consequences of worrying. Three factors were considered a reflection of negative 
consequences of worrying, they were, worrying disrupts effective performance, 
worrying exaggerates the problem and worrying causes emotional discomfort. The 
authors considered all three factors to be consistent with and supported by the 
literature. The final two factors were seen to reflect positive consequences of 
worrying: worry motivates and worry helps analytical thinking. These factors were 
argued to be consistent with a series of studies which found that worry was 
significantly related to a number of task-oriented coping activities and problem solving 
strategies, (Davey, 1993; Davey, Hampton, Farrell & Davidson, 1992). Davis etal., 
(1994) also investigated the correlations between scores on the five factors and 
scores on a number of measures of worry, psychopathology, and psychological 
health. Those who held both positive and negative beliefs about the consequences of 
worrying scored significantly higher on measures of depression, poor psychological 
health, pathological worrying and frequency of negative cognitions, than those who 
held primarily negative beliefs about worrying.
Cartwright-Hatton and Wells (1997) developed the Meta-Cognitions Questionnaire 
(MCQ) to assess beliefs about worry and intrusive thoughts. The questionnaire was 
generated using a factor analytic method that included asking a large sample of 
students to rate how much they agree with a series of beliefs about worrying. 
Dimensions of positive and negative beliefs about worry were distinguished in this 
process. Furthermore, concurrent validity investigations and regression analysis 
suggested that both positive and negative beliefs were associated with worry 
proneness.
Although it should be noted that the above findings are purely correlational, they are 
consistent with metacognitive theory and the possibility that holding positive and 
negative beliefs may make the worry process resistant to change.
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2) Worry leads to biased detection of threat related information.
Evidence in support of this assumption can be derived from a number of sources 
such as evidence from information processing tasks and from judgement and 
evaluation tasks. For example, when words reflect individuals current topics of worry, 
stroop effects demonstrate interference of threat related information, (Mogg, Mathews 
& Weinman, 1989 as cited in Borkovec, 1994). Bradley, Mogg, Millar and White, 
(1995, as cited in Wells, 1999) demonstrated similar findings using GAD participants. 
Moreover, MacLeod, Mathews and Tata, (1986) demonstrated that GAD clients show 
a pre-attentive bias to immediately available threatening information. From judgement 
and evaluation tasks, a number of studies by Eysenck and colleagues (cited in 
Borkovec, 1994) have found that GAD clients interpret ambiguous external 
information in a more threatening manner.
It appears that worrying may become problematic because it biases attention towards 
threatening stimuli and overestimates the probability of negative outcomes, thus 
exacerbating the breadth and magnitude of worry. However, it should be noted that 
biased processing could contribute to continued threat perception and therefore 
repeatedly prime the need to worry. The direction of causation has therefore yet to be 
demonstrated.
3) Positive meta-beliefs and type one worry can contribute to the development 
of intrusive mental experiences and type 2 worry.
The most compelling evidence in support of this component of the model is derived 
from studies that have examined the effects of worrying on subsequent intrusive 
images following exposure to stressful stimuli. The development of this component of 
the model is very much driven from a theory of worry developed by Borkovec 
(Borkovec, 1994; Borkovec & Hu, 1990; Borkovec & Inz, 1990; Borkovec, Lyonfields, 
Wiser & Deihl, 1993). Specifically, the theory suggests that worry represents a 
processing strategy motivated to avoid emotional imagery, associated physiological 
reactions and negative affect. This avoidance prevents the processing of fearful 
emotional material and consequently threat perception is maintained. Butler, Wells 
and Dewick, (1995) following the reasoning of Borkovecs’ theory, designed a study 
whereby following a stressful stimuli (gruesome film), subjects engaged in either a 
four minute period of worry, imagery, or just ‘settling down’. In the following three-day 
period, significantly more intrusive images about the film were associated with the 
group who engaged in the worry period. This was interpreted as indicating that as
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well as blocking emotional processing of the fearful emotional material in the film, 
worrying also increases subsequent intrusions.
In an attempt to explain these findings Wells and Papageorgiou (1995) hypothesised 
a co-joint mechanism. Firstly, and consistent with Borkovec’s interpretation, they 
suggested that worrying about a stressor blocks the processing of emotion 
associated with threat-related thoughts, this incomplete processing leads to a 
maintenance of the fear structure in memory and associated intrusions. Secondly, 
they suggest that worrying about the stressor may lead to a tagging of the fear 
structure. As a result, an increased range of material serves as retrieval cues and as 
such is more readily triggered, leading to an increase in intrusions. To test this 
hypothesis five groups watched a 'short, silent, gruesome film'. Each group then 
engaged in four-minute experimental manipulations hypothesised to differ in the 
amount of tagging and emotional processing that would take place. The findings were 
as predicted and consistent with the co-joint mechanism hypothesis.
The implications of these studies are directly relevant to metacognitive theory. 
Individuals who worry appear to be engaged in an activity that contributes to intrusive 
thoughts. Worrying about the intrusions themselves can reinforce appraisals of 
diminished control and strengthen negative meta-beliefs.
4) Type 2 worry is a central feature of problematic worry.
Type 2 worry is considered the transforming factor turning worry into the problematic 
and pathological variety. Based on this assumption, type 2 worry should distinguish 
GAD and non-GAD individuals. Craske et al., (1989) found that a type 2 appraisal 
(specifically controllability) was a central differentiating feature of GAD and normal 
worries. Cartwright (1996, cited in Wells, 1999) found the greatest difference in 
scores on the Anxious Thoughts Inventory (AnTI; Wells 1994) between GAD and 
non-GAD individuals was in metaworry score. In their discriminant validity analysis, 
Cartwright-Hatton and Wells (1997) found that GAD and Obsessive Compulsive 
Disorder patients reported significantly greater negative beliefs concerning 
uncontrollability on the MCQ than a non-clinical control group. Wells and Carter
(1999) found that GAD patients had significantly higher metaworry scores than other 
anxious patients or normal controls.
10
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A further prediction based on this assumption is that independent of the frequency of 
Type 1 worries, metaworry should contribute to pathological and problematic worry. 
Wells and Carter, (1999) reported a preliminary test of this prediction, they found that 
when covariances with trait anxiety and controllability were statistically controlled, 
type 2 worry, (measured by the AnTI) made significant and independent contributions 
to pathological worry. Furthermore, the extent of individuals perceived problem with 
worry was assessed by asking, “How much is worry a problem for you?” Ratings 
were given on a scale of 0-100 where 0 reflected ‘not at all’ and 100 reflected Very 
much, could not be more’. Metaworry was found to be a significant predictor of 
problem level even when controlling for the frequency and chronicity of type 1 worry. 
Therefore, not only does type 2 worry distinguish between GAD and non-GAD 
individuals, it contributes to pathological worry independent of type 1 worry. 
Furthermore, it is a significant predictor of the problem level people attach to worry.
5) The attempted control or suppression of worry contributes to metaworry.
Metacognitive theory proposes that the strategies individuals employ to control 
worrying can prevent disconfirmation of negative beliefs and exacerbate intrusions. 
Most research on this component of the model focuses on the effects of thought 
suppression as a form of thought control. The seminal thought suppression study 
conducted by Wegner, Schneider, Carter and White (1987, as cited in Purdon, 1999) 
found that deliberate thought suppression of neutral stimuli enhances the occurrence 
of that thought. This finding has had a profound effect on research into the 
suppression of thoughts analogous to, and those characteristic of a range of 
psychological disorders including GAD. Purdon (1999) in a review of thought 
suppression research claims that overall, the effects of thought suppression on the 
frequency of neutral and clinically relevant thoughts have been vastly inconsistent. 
Some studies have demonstrated an immediate increase in thought frequency 
(Salkovskis & Campbell, 1994; Trinder & Salkovskis, 1994), others have found a 
delayed increase in thought frequency (Clark, Bull & Pape, 1991; Clark, Winton & 
Thynn 1993), whilst others still, have observed no effect of suppression (Becker, 
Rinck, Roth & Margraf, 1998; Kelly & Khan, 1994; Muris, Merekelbach & de Jong, 
1993; Purdon & Clark, 1998; Roemer & Borkovec, 1994; as cited in Purdon, 1999).
A number of reasons or possible confounds have been put forward to explain these 
discrepancies. For example, methodological differences in instructions, target stimuli 
and methods of obtaining frequencies of thoughts have been implicated (Salkovskis
11
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& Campbell, 1994). To obtain a clearer understanding of the relationship between 
suppression and worry more research using stimuli with intense, pervasive personal 
meaning as opposed to material that simply gives rise to a transient emotional 
response is necessary. Motivation to suppress may be reduced by beliefs about the 
consequences of not worrying, however beliefs about the consequences of worrying 
may increase motivation to suppress worry triggers, studies that examine the 
suppression of worry triggers, as opposed to worry ruminations could therefore prove 
useful. Perhaps more fundamentally, the extent to which individuals with worrisome 
ruminations actually engage in suppression attempts has not at this point been 
studied systematically and is therefore clearly warranted.
Although there is no evidence on the direct effects of thought control on meta-beliefs, 
Wells and Davies (1994) provide correlational data. They developed the thought 
control questionnaire, which consisted of 5 dimensions of different strategies of 
thought control. These were; distraction (e.g. “I think pleasant thoughts instead”); 
social control (e.g. “I keep the thought to myself); worry (e.g. “I worry about more 
minor things instead”); punishment (e.g. “I punish myself for thinking the thought”); re­
appraisal (e.g. “I challenge the thoughts validity”). Metaworry (measured by the AnTI) 
correlated positively with a tendency to use particular types of strategy to control 
unwanted thoughts, specifically punishment and worry. A future avenue for research 
is to further investigate the thought control strategies individuals use, and their 
effectiveness in suppressing worrisome ruminations. Different patterns may emerge 
depending on the strategy selected and this could have important implications for 
treatment.
Empirical validation of the each component of the meta-cognitive model has yet to be 
fully accomplished. Nevertheless correlational data is consistent with the assumption 
that holding positive and negative beliefs may make the worry process resistant to 
change. Correlational data also supports the assumption that worrying contributes to 
biased detection of threat related information which is likely to exacerbate the breadth 
and magnitude of worrying. Findings of increased intrusions following periods of 
worry is consistent with the notion that worrying can have detrimental effects that 
could potentially contribute to the development of type two worry. Furthermore, 
evidence exists for a possible co-joint mechanism responsible for this process. A 
number of studies demonstrate that type 2 worry has been found to be the prominent 
factor in pathological worry. However more research is necessary on which strategies
12
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people use to suppress worries and their individual effects. In addition, research that 
demonstrates whether positive beliefs about worry always exist first is desirable. The 
origins of positive and negative beliefs require further elaboration. A closer 
examination of the types of positive and negative beliefs and the particular balance 
required to pathologise worry is also warranted. A further question that remains 
unclear is ‘do patients simply occupy the extreme range of a worry continuum, or do 
patient and non-clinical populations differ qualitatively from one another?’
Treatment
Despite the need for further elaboration of some components of the model, Wells 
(1997) has developed a circumscribed guide for interventions based on the 
theoretical model outlined. The treatment approach can be broken down into the 
following phases:
Case conceptualisation
The first task in treatment is to elicit the information necessary to generate a cognitive 
conceptualisation based on the metacognitive model. This is used as a guiding 
hypothesis with which to work. Information on each aspect of the model should be 
obtained by reviewing recent worry episodes. Eliciting type 2 worries can be aided 
through the cognitive techniques of guided questioning, discussing the advantages 
and disadvantages of worrying or through the use of a variety of questionnaires (e.g. 
the AnTI, MCQ, and TCQ). Alternatively, behavioural experiments such as dwelling 
on a particular concern can be used to initiate worrying episodes, meta-beliefs can 
then be more easily evoked.
Socialisation
Socialisation to the model is considered vital, it is suggested that it begins at the 
beginning of treatment but continues throughout the therapy process. It can be 
achieved using a number of methods. For example questioning can be used to elicit 
the importance of tackling the mechanism that keeps worry going, rather than dealing 
with each individual worry. Asking how much of a problem worrying would be if it was 
not dangerous can also be helpful to demonstrate the importance of tackling 
metaworry. Socialising clients to the behavioural or control strategies they may be 
using can be achieved using experiments. For example, asking clients not to think 
about a green rabbit (the classic thought suppression experiment) is likely to 
demonstrate that trying not to think about something is likely to increase subsequent
13
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intrusions of the thought. Showing that constantly trying to reason, analyse or work 
through worries exacerbates and prolongs the worry process may also be necessary. 
Encouraging the banning of control strategies should then be encouraged.
Challenging negative beliefs
Verbal reattribution
The next stage of treatment focuses on challenging the evidence the person has for 
their beliefs and weighing this up against evidence that worrying is harmless. 
Alternatively, or in addition, one can question the mechanism by which worry could 
cause the feared effect. Uncontrollability beliefs can be challenged by finding 
exceptions, such as when one was distracted from worrying or it was interrupted in 
some way. Normalising worry and providing factual data on the common occurrence 
of worry in the population can also help challenge beliefs about the abnormal nature 
of worrying. Highlighting the dissonance between positive and negative beliefs can 
also challenge meta-beliefs because, ‘how can both be true?’ Verbal reattribution 
tends to loosen beliefs, however this must be done in conjunction with behavioural 
experiments in order to effectively challenge beliefs.
Behavioural experiments
Controlled worry periods can be used to challenge beliefs about uncontrollability and 
about the dangers of worrying. Individuals are asked to postpone any worrying until a 
15 minute period selected in the day, ratings of belief in the controllability of worry 
should be reported before and after. Attempting to lose control of worrying or 
continuing to worry can be used to test out whether worst fears are confirmed.
Challenging positive meta-beliefs
Modifying positive beliefs about worry is then tackled using standard verbal 
reattribution techniques (e.g., weighing up evidence for and against, looking for 
exceptions). Since worrisome ruminations are often unrealistic in their content, 
comparing the content of a worry to the actual worried about event can question the 
validity of worrying to generate coping strategies. These sorts of comparisons can be 
done before or after the event. Banning worrying to test the validity of the fears about 
worrying is also useful. Increasing worrying ruminations and noting its effects can 
also challenge positive beliefs such as ‘worrying enhances my performance’.
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It is also likely that hypervigilance for threat-related information, which increases the 
need to worry may need to be modified. The validity and utility of monitoring and 
worrying about threat can be questioned alongside the use of behavioural 
experiments to test out whether changing thinking style does increase the probability 
of the threat occurring. Practising thinking of alternative more positive endings to 
initial worries is also likely to be helpful in preventing continuing ruminations. Another 
alternative (as cited in Wells, 1997) is practising the ‘letting go’ of worries for 
example, “here’s another worry, it doesn’t mean anything, it won’t help me, let it go”. 
This is suggested later in therapy to reduce the likelihood of it becoming a control 
strategy.
Wells’ meta-cognitive model of GAD clearly has specific treatment implications. An 
emphasis is placed on challenging both meta-beliefs, and type 2 worries using verbal 
reattribution and behavioural experiments. However other than one promising case 
study reported by Wells (1997), there has been no randomised controlled treatment 
trials comparing this form of intervention with any other. Controlled treatment trials to 
date have compared a variety of treatment methods such as, cognitive behavioural 
therapy, behavioural therapy, anxiety management, progressive relaxation, applied 
relaxation, and drug treatments, (Borkovec & Costello, 1993; Butler, Fennell, Robson, 
& Gelder, 1991; Butler, Gelder, Hibbert, Cullington & Klimes, 1987; Durham et al, 
1994; Durham et al, 1999; Ost & Breitholtz, 2000; Power, Simpson, Swanson & 
Wallace, 1990). Evidence does provide support for the potential usefulness of 
multifaceted CBT programmes that are generally used in treatment trials (Stanley & 
Novy, 2000). The treatment frequently follows Beck and Emery’s (1985) treatment 
approach based on the more general cognitive model of anxiety, some form of 
relaxation training to target somatic symptoms is often incorporated as well as an 
exposure component. Although there is clearly some overlap between the 
metacognitive model and the more general theory in the treatment techniques and 
aims, arguably, the more general anxiety approach fails to address fundamental 
questions about the specific factors associated with the development and 
maintenance of GAD. Therefore, they do not make an important contribution to our 
understanding of the specific nature of GAD. Moreover, if cognitive, or affective 
coping responses are taught with the aim of controlling worry, Wells (1997) argues 
that they could become safety behaviours believed to prevent feared catastrophes, 
and thus be counterproductive to change.
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Overall treatment approaches which do not directly tackle the causes of worry and 
therefore do not lead to substantial metacognitive change are predicted to instil 
higher rates of relapse, (Wells, 1999). One could speculate that this could account for 
the modest effectiveness of CBT in outcome studies, where overall treatment 
approaches for GAD are lagging behind the effectiveness demonstrated in other 
anxiety disorders (Durham et al, 1999). Clearly there is a vast need for further 
treatment trials, with long term follow up, based on specific models of worry.
Worry remains an elusive cognitive construct, with differing definitions in the literature 
reflecting different explanations of worry. Nevertheless, Well’s metacognitive theory 
outlined here provides a comprehensive information processing analysis of worry and 
has specific treatment implications. Wells (1995) highlights the advantages of 
disorder-specific models as facilitating individual case conceptualisation, providing a 
more circumscribed guide for interventions and, generating testable model based 
hypotheses. On face value the theory appears to possess the above advantages. 
However, some components of the model require further elaboration and validation. 
Randomised controlled treatment trials are necessary to determine the efficacy of the 
treatment approach proposed. In addition, there is a clear need for studies which 
elucidate the mechanisms by which some develop GAD, but others that undergo the 
same experiences, or are exposed to the same environments do not. Norton et al.,
(2000) obtained leading contributors views on GAD publications and the following 
points were highlighted: For research on dysfunctional worry to add to our 
understanding there is a need to distinguish between etiological factors and 
maintenance factors. Research with children of adult probands and the parents of 
children probands as well as genetic studies is therefore indicated. Longitudinal 
studies exploring the commencement of GAD and intensified investigation of the 
specific processes involved in worry will hopefully provide information that can be 
applied toward the prevention and treatment of dysfunctional worry.
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LEARNING DISABILITIES ESSAY 
Sexually abused and/or sexually abusing: What is the role of the clinical
psychologist in working with people with learning disabilities who have been 
abused or who abuse others?
Within the population of people with learning disabilities there are both victims and 
perpetrators of sexual abuse (Turk & Brown, 1992). Although the prevalence rates 
vary considerably due to methodological inconsistencies there is little doubt that 
sexual abuse is a considerable problem (Lumley & Miltenberger, 1997). The role of 
the clinical psychologist in working with both offenders and victims can include 
targeting the areas of prevention; detection; assessment; treatment and research. 
With the aim of maximising the efficiency and effectiveness of their interventions, the 
clinical psychologist applies their skills not only with the individual, but also with 
individuals’ wider system. Key components of this wider system can include; staff and 
carers; service managers; service purchasers and the pervasive societal attitudes 
that continue to effect the treatment and management of people with learning 
disabilities. Clearly the role of the clinical psychologist is vast, to allow sufficient 
breadth and detail, this essay will focus only on working with victims of abuse.
Prior to discussing the role of a clinical psychologist, it is first necessary to explain the 
meaning of the term sexual abuse. There is little doubt that an agreed definition 
would facilitate consistent detection and inform service provision. However, despite 
its importance a consensual definition of sexual abuse remains elusive. Brown and 
Turk (1992, pp. 46) suggest that ‘sexual abuse occurs where sexual acts are 
performed on or with someone who is unwilling or unable to consent to those acts’. 
However Matthews (1994 cited in McCarthy & Thompson, 1996) assigns an 
additional point to broaden the criteria for definition by including ‘unacceptable 
exploitation’. This acknowledges that even if the individual consented, abuse may still 
have occurred depending on the position or motivation of the potential abuser. This is 
arguably an important addendum considering that sexual relations have often been 
reported to occur not because of the person’s desire, but because of fear of losing a 
relationship if they refused (McCarthy, 1998). For these reasons it is argued that a 
consensual definition that incorporates both issues of consent and unacceptable 
exploitation is desirable and should be encouraged by professionals working in the 
field.
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The importance of the role of the clinical psychologist in working with people with 
learning disabilities who have been sexually abused is highlighted by high prevalence 
rates; consensus over increased vulnerability; and the reality that people with 
learning disabilities are not less affected by sexual abuse than other victims (Sobsey, 
1994). The prevalence of sexual abuse victims within the learning disability 
population is difficult to establish with figures ranging from 8% (Buchanan & Wilkins, 
1991 cited in Turk & Brown, 1992), to 58% (Hard & Plumb, 1987 cited in McCarthy, 
1996). These discrepancies in prevalence rates reflect methodological 
inconsistencies, the different populations sampled and the lack of a consensual 
definition of sexual abuse highlighted above. In addition, it is important to note that 
prevalence rates are likely to be underestimates of the ‘true’ level of abuse that has 
and continues to take place. The underestimation of abuse statistics is suggested by 
the following findings:
a) Abuse within ongoing relationships is often not defined as abuse by victims 
(McCarthy, 1998);
b) Inconsistent and poorly established recording systems make accurate detection 
difficult (Turk and Brown, 1993);
c) Barriers to disclosure such as communication difficulties, fear of repercussions, 
shame, guilt and embarrassment are likely to reduce reported rates (Moss 1998).
Overall, despite prevalence discrepancies there is little disagreement over the 
vulnerability of people with learning disabilities to sexual abuse and hence the need 
for specialist intervention (Chamberlain et al., cited in McCune & Walford, 1998; 
Sobsey, 1994; Tharinger, Horton & Milea, 1990 cited in Khemka, 2000).
Determining who is at risk of abuse, when abuse occurs and who abuses are 
important factors that guide the focus for interventions. The literature suggests 
women within service environments are at a greater risk; women are more at risk of 
incestuous sexual abuse; men and women are at risk within the context of ongoing 
relationships; and men who cottage and/ or sell sex are also particularly vulnerable 
(Cambridge & Meilan, 2000; McCarthy, 1993). The most likely perpetrators are those 
known to the victim (99% reported by Muccigrosso, 1991). And men with learning 
disabilities have been found to comprise the largest known sub-group, (53% found by 
Brown, Stein & Turk 1995). However, it is recognised that this could be because 
people with learning disabilities are less skilled at evading detection. Of male
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offenders with learning disabilities many are more able men (39-40% cited by Turk & 
Brown, 1993). In addition, it is rare for men with learning disabilities to have sex with 
women without learning disabilities, and relatively common for men and women with 
learning disabilities to have sex with men without disabilities (McCarthy, 1996; 
McCarthy & Thompson, 1996). This pattern of differential power is consistent with the 
recognised notion that an unequal power balance exists in sexually exploitative 
relations (Brown & Turk, 1992; Turk & Brown, 1993).
As mentioned earlier, there is little doubt over the vulnerability of people with learning 
disabilities to sexual abuse, and research suggests that perceived vulnerability 
affects the selection of victims by abusers (Moss, 1998). As suggested by Sobsey 
(1994), a consideration of the factors that contribute to the vulnerability of people with 
learning disabilities to sexual abuse is useful in highlighting targets for intervention by 
professionals. Vulnerability factors reported have included the following:
a) Communication difficulties affecting ability to disclose abuse, (Moss, 1998).
b) Victim aversion and fear of reporting sexual abuse, (McCarthy, 1998).
c) Low self esteem affecting a sense of power in controlling ones environment, 
(Moss, 1998).
d) Compliance as a result of consistently having others make decisions for you, 
(Moss, 1998).
e) Increased suggestibility (Turk & Brown, 1993).
f) Dependence, (often multiple) on others for support and personal care, (Moss, 
1998).
g) Difficulty in comprehending the appropriateness of others actions, (Moss, 1998).
h) A lack of sexual knowledge compounded by limited access to education about 
sex, including information about boundaries and consent, (Brown & Craft, 1989 
cited in Turk & Brown, 1993).
i) Poor assertiveness and self-defence skills, (Brown & Craft, 1989 cited in Turk & 
Brown, 1993).
j) Lack of successful prosecutions against those who sexually abuse people with 
learning disabilities (Turk & Brown, 1993). 
k) Excessive trust towards others as a result of an overprotective environment, 
(Muccigrosso, 1991).
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I) Limited or restricted opportunities to develop intimate relationships that could 
make the person more likely to accept professed affection/attention from potential 
exploiters, (Muccigrosso, 1991).
It is clear that the vulnerability factors highlighted above indicate possible 
interventions aimed at the individual. For example, sex education could facilitate 
understanding of the appropriateness of others actions. However if the influence of 
the wider system were ignored, the prevention of future abuse and the effectiveness 
of the individual interventions would be seriously compromised. For example, if 
society believes people with learning disabilities are less affected by abuse, 
prevention programmes are less likely to be readily accepted and instigated in 
learning disability services. Moreover, staff who are influenced by societal beliefs are 
less likely to be aware of the effects of abuse thus impairing their ability to detect it. If 
abuse is not detected then work with the individual cannot take place and abusers 
cannot be prevented from re-offending. It is clear that unless each component of the 
wider system is tackled the maintenance of the vulnerability of people with learning 
disabilities will continue. The role of the clinical psychologist with the individual 
abused and the wider system will therefore be examined below.
Working with the individual abused.
Prevention
The factors specific to people with learning disabilities that place them at an 
increased risk of abuse include those outlined in points a-e above. The clinical 
psychologist can utilise a number of possible methods in attempts to tackle these 
vulnerability factors. For example, teaching people with learning disabilities how to 
respond appropriately and assertively if faced with an abusive situation or enhancing 
their independent decision making skills. This is often conducted through group work 
and has been found to have positive effects (Khemka 2000; Lumley, Miltenberger, 
Long, Rapp & Roberts, 1998; Miltenberger et al., 1999). Key components of this work 
are to help people with learning disabilities learn to recognise and avoid dangerous 
situations, become aware of personal feelings of discomfort and decide how to 
respond appropriately. It is essential that clinical psychologists maintain an up to date 
knowledge of the literature. With this information (such as acknowledging the 
importance of motivational and in situ training to enhance generalisation of skills) we 
can ensure that provision is continuously modified to maximise effectiveness. In
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addition, an important point to the utilisation of any prevention programme is that it is 
acknowledged that overall responsibility for abuse lies with the offender, otherwise 
such programmes may inadvertently give the message that the abused is to blame 
(McCarthy & Thompson, 1996). Furthermore, there is a clear need for further 
investigation into the effects of the persistence of potential abusers and the effects of 
the positioning of potential abusers in terms of their perceived authority. The need for 
long-term follow up of maintenance of acquired skills is also necessary. The clinical 
psychologist comes equipped with the skills to examine each of the research 
questions presented here which could provide important treatment developments.
It is consistently recognised that people with learning disabilities have lower levels of 
sexual knowledge than other sections of the population (McCabe & Cummins, 1996). 
However the literature indicates that sex education as a preventative strategy should 
cover not only the provision of information on sexual body parts and sexual issues, 
but also focus on achieving a deeper understanding of sexual relationships including 
what to expect and what not to expect (McCabe & Cummins, 1996). McCarthy (1998) 
also highlights this concern when describing the low expectations women with 
learning disabilities acquire following the experience of negative, unequal and often 
aggressive relationships. McCarthy suggests that these experiences bias women’s 
understanding of sexual relationships to the point at which they have difficulty 
determining what is and is not abusive. McCarthy therefore emphasises the need to 
focus on women’s sexual pleasure and women’s sexual independence to encourage 
a more active and positive, role. With these research findings in mind, the clinical 
psychologist or indeed any professional involved in the design, implementation or 
evaluation of sex education programmes should ensure that the programmes are 
sufficiently broad enough to clarify understanding and expectations surrounding the 
quality of sexual relationships. In addition, Cambridge and Mellan (2000) highlight the 
need to explore sadomasochism with a focus on safety and consent with agreed 
rules and limits. This was described as particularly relevant to both men and women 
with learning disabilities who have sex with men without learning disabilities. 
Concerns were raised that if this somewhat ‘taboo’ issue was not addressed, men 
with learning disabilities could learn and replicate this behaviour in future abusive 
situations. The importance of risk assessment concerning sadomasochistic 
behaviours when interpreting consent is difficult was emphasised.
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Issues surrounding sex education for men with learning disabilities include areas 
additional to those highlighted for women. Some target areas are informed by men’s 
idiosyncratic vulnerability factors. For example men who cottage or engage in 
prostitution have been found to be more at risk of sexual abuse and less likely to talk 
about it (Cambridge & Mellan, 2000). This renders group or one-to-one interventions 
difficult to implement. Therefore, Cambridge and Mellan (2000) highlight that when 
suspected, services must achieve a balance between supporting men whom cottage 
against the need to devise effective risk management strategies and service 
responses. In addition, Thompson (1994) suggests that men holding the belief ‘men 
should be strong’, might make men more likely to convince themselves and/or others 
that they consented to sex as opposed to admitting their ‘failure’ in preventing the 
abuse. Working with men should therefore acknowledge these barriers to disclosure 
so that prevention and detection is not hindered. A safe, non-judgemental 
environment must be ensured, Thompson (1994) suggests the use of positive images 
of same sex relationships to legitimise the discussion of homosexual relations. As 
previously mentioned men with learning disabilities form one of the largest groups of 
offenders against the learning disabled population. Therefore when considering sex 
education for men with learning disabilities, care must be taken when empowering 
their sexual rights (Cambridge & Mellan, 2000). Educating men about the reciprocity 
of sexual relationships and their partner’s right to sexual pleasure is therefore an 
important component. As Thompson (1994) highlights, ‘recognising, understanding 
and challenging men’s abuse of power should be central to all sexuality work’.
Sex education programmes clearly should be tailored to individual’s levels of 
knowledge, gender, age and communication abilities. The provision of information 
regarding sexual body parts, sexual behaviour, choices and risks is necessary but 
should be delivered in conjunction with achieving a clearer understanding of 
expectations and the emotional side of engaging in a sexual relationship. In addition, 
McCabe and Cummins (1996) assert that attention should be given to feelings and 
perceptions of individuals own sexuality to avoid a scenario whereby sexual 
knowledge is enhanced but negative attitudes to sexual experiences persist.
A preventative strategy not explicitly discussed is enhancing communication abilities 
of victims or potential victims. Clearly those who have difficulty disclosing abuse are 
more likely to fall into the category of ‘ideal targets’ for offenders. However although 
some work can be done with individual’s it is the matching of an individuals’
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communication skills to the receptive communication skills of others that is critical. 
This is discussed in the later section ‘working with carers and staff’.
Detection
The clinical psychologists is also likely to have a role in detecting sexual abuse, since 
behaviour problems have also been found to be indicative of sexual abuse (Babiker & 
Arnold, 1997 cited in Halliday & Mackrell 1998; Dunne & Power, 1990). However, 
behaviour problems are common in the learning disability population and McCune 
and Walford (1998) point out that it is only the change in behaviour that is likely to be 
indicative. Overall, an attempt to understand the meaning of non-verbal 
communication with the consideration of sexual abuse is a key responsibility.
Clinical psychologists are often referred clients for the purpose of establishing their 
capacity to consent to sexual relations. Brown, Hunt and Stein (1994) note that 
consent is determined both by the level of comprehension of the individual plus 
consideration of whether pressure as a result of authority, force, threat or 
manipulation was involved. In determining capacity to consent, clinical psychologists 
have a duty to abide by the law which asserts that a person with a severe learning 
disability is deemed unable to give consent (Sexual Offences Acts, 1956,1967 cited 
in Gunn, 1990). In addition, although consent can be implied by complying, or refused 
by resisting, passive compliance cannot be taken as positive consent. Clinical 
psychologists undertaking this role understand that capacity to consent is not all or 
nothing. People may be able to consent to one thing but not another depending on 
the complexity of the decision to be made, and its likely consequences. In order to be 
valid, consent must be informed, meaning that in making the choice the person has a 
full understanding of the implications of that choice. However whenever consent is 
assessed, consideration should be given to ensure that standards not expected from 
the wider society are imposed on people with learning disabilities (Cambridge & 
Mellan, 2000). Nevertheless, as a professional there is a duty of care to protect 
clients from harm, this, balanced against clients own wishes, should drive 
professional practice. Level of intellectual functioning and level of knowledge about 
sex (including an understanding of what sexual acts are, what are the possible 
consequences of these acts and some understanding of the social and moral context 
of actions) have been found to be important in assessing capacity to consent to 
sexual relations (Niederbuhl & Morris, 1993).
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T reatment
The long term effects of sexual abuse have been found to increase vulnerability to 
further abuse, precipitate emotional difficulties such as anxiety and depression, lead 
to the development of inappropriately sexualised behaviour and increase the risk for 
the abused to become an abuser (Dunne & Power, 1990). The need for treatment 
interventions is clearly evident. However, prior to any treatment, thorough 
assessment and formulation is essential. Assessment and formulation should 
highlight particular interventions and the person’s learning disability should not inhibit 
the offer of those approaches that non-disabled people have been shown to benefit. 
Therefore, depending on the individual referred and the assessment and formulation 
constructed, one option for treatment is one-to-one therapy. Here the clinical 
psychologist has a vital role in modifying treatment methods so that they can be 
applied effectively to the learning disabled population. For example, practical 
considerations could include the provision of shorter sessions if attention span is 
limited. To enhance communication the clinical psychologist is likely to rely more on 
the interpretation of non-verbal communication; learn to use clients’ receptive 
language; use symbolic communications; use visual imagery; and engage in tactile 
and kinaesthetic interactions. Creativity, flexibility and patience are essential 
interpersonal skills for adapting therapy to client’s level of ability and needs.
Additional consideration should be given to the building of the therapeutic relationship 
with clients that are likely to have a severely limited repertoire of emotional 
relationships. A greater amount of attention and sensitivity should also be paid to the 
evolving power dynamics of the therapeutic relationship to avoid a continuing pattern 
of disempowerment that could potentially mirror aspects of an abusive relationship.
Key aims of therapy outlined by Sullivan and Scanlan (1990) included alleviating guilt, 
regaining the ability to trust, helping express anger, teaching about sexuality and 
interpersonal relationships, teaching self-protection techniques and treating 
secondary behavioural characteristics. In addition, clients are likely to gain from an 
explanation of common post trauma symptoms so that experiencing flashbacks for 
example can be framed appropriately. As Mansell, Sobsey and Clader (1992) 
emphasise; the treatment of people with learning disabilities who have been sexually 
abused is complicated by additional factors such as communication deficits, limited 
experience of positive relationships, low self-esteem, and dependency on others. 
Thorough and consistent deliberation of factors such as these is essential to ensure 
productive and safe treatment provision.
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Group therapy is an alternative option and has been shown to be effective (Barber, 
Jenkins & Jones, 2000; Millard 1994; Singer, 1996). Group work offers clients the 
opportunity to share their experiences and is argued to be an empowering 
intervention that gives the message that the individual is not alone and it was not their 
fault (Millard, 1994). Millard (1994) describes a women’s group and emphasises that 
the group allowed the clients a place to test out others reactions to their expressions, 
share their experiences of post trauma sequelae and draw on others coping 
strategies, strength and determination to survive. The use of drama and role-plays is 
described as enabling the clients to distance themselves enough to allow safe 
expression of their feelings and opinions. Other techniques to facilitate expression of 
emotions include relaxation, painting and movement, all of which have been shown to 
enhance engagement and concentration levels (Barber et al., 2000). In addition, 
repetition in both group and individual work is recognised as beneficial in working with 
people with learning disabilities (Brown et al., 1995).
The clinical psychologist involved in any form of treatment has a responsibility to 
ensure that therapy is an empowering experience that encourages self-confidence 
and enhances perceived control over the environment. Therapists consistently 
monitoring their own attitudes and allowing the client power over the session can be 
used to maximise empowerment, skills that requires high self-awareness and quality 
supervision.
Working with staff and carers
Prevention and detection
People with learning disabilities often depend on others for physical, emotional, social 
and psychological support (Moss, 1998). Staff and carers when depended upon in 
this way have a very influential role and vast control over the sexual behaviours of 
people with learning disabilities. In addition, the most common reason for abuse 
being discovered is the victims own disclosure, which is most likely to be revealed to 
those they are closest to (Dunne & Power, 1990). These factors, together with a high 
demand for training (Allington, 1992; Brown et al., 1994) indicate that working with 
staff and carers are key roles for the clinical psychologist.
Arguably the first feat to accomplish is to help staff and carers become aware of the 
prevalence and vulnerability of people with learning disabilities to sexual abuse.
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Awareness is clearly a pre-requisite to detection but it is also necessary if the aim is 
for carers to consistently monitor the safety of the environment. Hames (1996) 
highlights that awareness should include acknowledgement that potential offenders 
include carers and staff as well as people with learning disabilities. Discussion around 
the complexities of consent is also necessary to dispel confusion and highlight the 
need to consider whether a power imbalance, exploitation, manipulation or pressure 
is involved. Routes to communicating this information vary. Commonly used methods 
include group staff training and discussion, which have been found to be effective in 
achieving greater awareness (Hames, 1996). Once carers have a heightened 
awareness, it is then necessary to examine their ability to recognise potential signs of 
abuse. The importance of non-verbal communication should be stressed with 
potential markers including challenging behaviour, inappropriate sexualised 
behaviour and abuse towards others. The provision of information regarding details of 
post trauma sequelae is also likely to enhance detection. Following training in 
awareness and recognition, reporting suspicions or disclosures should be addressed. 
Carers should know and follow the procedures developed by their service. As Sobsey 
(1994) stresses “a staff truly committed to recognising, reporting and eliminating 
abuse will radically reduce risk for clients”.
Some researchers argue that staff and carers require more than training on 
awareness, recognition and reporting, and more than acquiring knowledge about the 
sexual development issues that often arise for people with learning disabilities 
(Murray, MacDonald, Brown & Lenenson, 1999). Carers can possess considerable 
influence and control and reports have indicated less liberal attitudes to be present in 
direct carers than in management and other professional capacities (Murray et al.,
1999). Therefore it is suggested that carers should be supported to explore their own 
attitudes, opinions and biases in relation to the sexual lives and rights of people with 
learning disabilities. Only through this process can we begin to help carers examine 
their practise, modify any inaccurate beliefs and contextualise policies and 
procedures (Murray et al., 1999). A further preventative measure is to include during 
training help with identifying and responding appropriately to carers’ own feelings of 
sexual attraction towards people with learning disabilities, alongside the necessity of 
operating within clear boundaries of appropriate and inappropriate behaviour.
Working with carers on prevention and detection is therefore a complex task with the 
ultimate aim being to educate staff to balance their responsibilities of enhancing the
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autonomy of people with learning disabilities against the need to protect them from 
sexual exploitation.
Finally, involving carers in sex education and prevention programmes is commonly 
recognised as beneficial in attempts to help people with learning disabilities 
generalise their skill acquisition to real life situations. Depending on the values and 
motivation of carers, the clinical psychologist could also adopt the role of consultant 
to support carers in taking a more direct part in sex education and abuse prevention.
T reatment
In respect of the treatment of people with learning disabilities who have suffered 
abuse working with carers can be of immense value. Early on in the treatment 
process carers can benefit from information on the impact of abuse and the variety of 
sequalae and post trauma consequences. If carers are made aware of the process of 
recovery and the sorts of support that could benefit the individual during these 
stages, confusion and frustration can be minimised. Treatment goals of helping the 
client feel believed, avoid self-blame and express their feelings can be supported and 
upheld. Acknowledging the double impact of a learning disability coupled with sexual 
abuse would help carers to understand and empathise with their client’s experience 
and behavioural responses.
Working with service managers
It is likely that in achieving their aims of prevention, detection and treatment clinical 
psychologists will encounter a role working with service managers. The clinical 
psychologist may adopt an advisory role on policies and procedures regarding 
allegations or suspicions of sexual abuse and on the rules and boundaries around 
staff behaviour and duties. The importance of the establishment of consistent 
reporting procedures is critical in ensuring the protection of clients, the consequences 
for perpetrators and the documentation of prevalence in pursuit of highlighting the 
need for specialist services. However, only by increasing awareness of the dynamics 
of sexual abuse (e.g. that it is most likely to occur in the context of a relationship) will 
services begin to operate in a preventative as well as a reactive manner (McCarthy & 
Thompson, 1996). Service managers have an explicit impact on the philosophy the 
service adopts in relation to sexual abuse and the perceived roles and responsibilities 
of their employees. Working with direct carers could potentially be sabotaged if work
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with service managers is not undertaken. Service managers should therefore be 
encouraged to participate in the staff training schemes outlined above but also be 
made aware of their responsibility in monitoring staff attitudes and any decision 
making regarding risk.
Staff, under the guidance of their service manager have a vital role in affecting each 
of the vulnerability factors outlined earlier. Empowerment can be achieved by 
allowing maximum control around personal care, being clear about how individuals 
communicate ‘no’ and facilitating their ability to do so. Opportunities for control and 
choice should be increased alongside improved access to support networks such as 
advocate schemes. Empowerment therefore should not be confined to the issues of 
sexual abuse but to all aspects of life.
Working with service purchasers
At the higher level of service purchasers, education and training are also necessary. 
Learning disability services have been argued to design abuse into the system 
(McCarthy & Thompson, 1996). Service providers as well as service managers 
should therefore be informed of the following findings (outlined by McCarthy & 
Thompson, 1996):
a) The larger the service and the more isolated, the greater the likelihood that abuse 
will occur;
b) Shared bedrooms especially if there is a power difference are not recommended 
as safe living environments;
c) Clients new to a service are particularly vulnerable, but are also a greater risk to 
others if detailed information regarding their past history is not available;
d) The placement of men with histories of offending into services for people with 
learning disabilities is strongly discouraged;
e) Anyone in a relationship where an obvious power differential exists is particularly 
vulnerable to exploitation.
Purchasers can demand policies and procedures and a philosophy of general 
empowerment can disperse in all directions of the hierarchy. Purchasers need to be 
informed of the need for specialist services that can provide for the complex needs of
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people with learning disabilities that have suffered sexual abuse (Brown 1995, cited 
in McCarthy & Thompson, 1996).
Working with societal attitudes
Societal attitudes towards people with learning disabilities persist in adversely 
affecting their vulnerability to sexual abuse. For example, the following myths outlined 
by Sobsey and Mansell (1990) continue to exist:
a) People with learning disabilities are less affected by sexual abuse. This is often 
reinforced by the learned helplessness some people with learning disabilities 
exhibit and perpetrators could use this myth to justify their actions or maintain 
consent.
b) People with learning disabilities are sub-human.
c) People with learning disabilities are dangerous.
d) People with learning disabilities are asexual.
Pervasive attitudes such as those outlined above spread the message that: people
with learning disabilities should be segregated; are unable to make decisions; should 
not have access to the same provisions and life experiences available to the rest of 
society; and are not in need of, or are not worthy of protection from exploitation. It is 
easy to see how the vulnerability factors outlined earlier have become established. 
There is no evidence or justification for the existence of these beliefs, only good 
reason to challenge them. The struggle to dispel these myths can only be achieved 
through education and experience and supporting advocacy. The self-advocacy 
movement has contributed to promoting client’s expression of personal needs, rights 
and empowerment and should be encouraged (Booth & Booth 1992, cited in Barber 
et al., 2000). Early work with parents of children with learning disabilities focusing on 
the importance of developing independence, decision making skills, avoiding over 
compliance and highlighting the danger of over-protection can facilitate evolving 
empowerment and diminish vulnerability (Muccigrosso, 1991). The public needs to be 
educated with positive and realistic notions of people with learning disabilities through 
publication of research findings, governmental policies, media involvement and 
education in schools. Experience through increased integration should work in 
supporting education policies. For those working with people with learning disabilities
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the attitudes and behaviour exhibited should positively affect the spread of the 
philosophy of empowerment.
Professional and personal awareness
Clinical psychologists working in the field of learning disabilities and sexual abuse 
have a responsibility to be aware of the complexities of maintaining confidentiality. 
Clare (1996) highlights two theories under which professionals should operate that 
involves a complex balance between the need to respect the persons wishes 
(deontological) against the potential risk to the victim or other vulnerable persons 
should confidentiality be maintained (utilitarian). Clare highlights that the importance 
of decisions regarding the breaking of confidentiality is made even more apparent 
considering that sexual abuse thrives on a mixture of confusion and poor 
communication. The boundaries around confidentiality should be outlined at the 
beginning of therapy and when confidentiality must be broken every attempt should 
be made to gain permission from the person involved. The clinical psychologist may 
then take on the role of liasing with service managers, staff and other professionals 
such as social workers or the police.
Another vital professional role is utilising or providing high quality supervision. 
Particularly in dealing with issues of abuse, intense transference and 
countertransference issues are likely to develop which need to be identified, 
contained and worked through. As mentioned previously the client-therapist 
relationship could mirror abuse dynamics necessitating constant self-reflection. 
Furthermore, the intricacy of disability issues combined with the impact of sexual 
abuse is complex; disentangling such issues will require high quality supervision.
The clinical psychologist (in order to inform others and work effectively with all 
components of the system) has a responsibility to ensure sufficient experience and 
knowledge about the abilities, special needs and limitations of people with learning 
disabilities. Sexual abuse cannot be considered in the absence of consideration of 
the disability. Therefore with reference to continual professional development, training 
that addresses the combination of a learning disability with the impact of sexual 
abuse is vital. At an interpersonal level a positive and non-judgemental attitude that 
promotes personal rights, emphasises empowerment, but monitors risk is critical to 
working with this population.
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Fundamental to reducing vulnerability and facilitating prevention is the role of 
advocating empowerment. This objective can only be achieved however if it is 
considered when working with each component of the system; the individual; staff; 
service managers; service purchasers; and the wider society. Regarding treatment, 
consideration of the combination of the learning disability alongside the impact of 
abuse is paramount and the importance of acquiring and providing supervision 
cannot be underestimated. Future research with each component of the system is 
crucial to informing both clinical practice and service provision. In particular, scientific 
investigation into adapted therapies tailored specifically for people with learning 
disabilities is required. The role of a clinical psychologist in working with people with 
learning disabilities who have been sexually abused can include targeting areas of 
prevention; detection; assessment; treatment; and research. With the aim of 
maximising the efficiency and effectiveness of their interventions the clinical 
psychologist applies their skills not only with the individual but also with the wider 
system. The role of the clinical psychologist is broad and multifaceted and demands a 
combination of interpersonal and professional skills.
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CHILD ESSAY 
Anxiety disorders in childhood are fundamentally different from anxiety 
disorders in adulthood. Discuss with reference to the theory and treatment of 
two anxiety disorders.
Research into the theory and treatment of childhood anxiety disorders lies way 
behind research with adult populations. Unfortunately this has led clinicians and 
researchers to rely heavily on extrapolations from adult models. However such 
extrapolations are not acceptable in the absence of a sound evidence base, if 
childhood anxiety disorders differ meaningfully from those presenting in adulthood, 
theoretical understanding and treatment interventions must be modified accordingly.
This essay will be discussed with reference to the theory and treatment of 
Obsessive-Compulsive Disorder (OCD) and Post-Traumatic Stress Disorder (PTSD) 
respectively. PTSD and OCD are arguably the more complex, less researched of the 
anxiety disorders and extrapolation from adult models is controversial. Without 
treatment both can be persistent, disabling conditions that interfere with social, 
emotional and cognitive development. Key considerations when assessing 
similarities and differences will include an examination of demographic 
characteristics (such as age of onset and gender distribution) and clinical 
manifestations in behaviour, cognition and affect. This will be followed by discussion 
of an adult model, its corresponding treatment methods and its applicability to 
children. Due to poor differentiation of ages in research into childhood anxiety 
disorders, this essay will refer to childhood as encompassing individuals under the 
age of 18, differences within this broad range will be highlighted when the literature 
allows.
OBSESSIVE COMPULSIVE DISORDER (OCD)
OCD in DSM-IV is characterised by recurrent obsessions and/or compulsions that 
cause marked distress and/or interference in one’s life (American Psychiatric 
Association, 1994). Cognitive behavioural theory conceptualises obsessions as 
intrusive and unwanted thoughts or images that trigger a significant and rapid 
increase in anxiety or distress (e.g. having an image of oneself covered in germs or
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fungus). Compulsions are defined as overt behaviours or cognitions (considered 
covert behaviours) whose aim is to reduce the anxiety or distress associated with the 
obsession (e.g. excessive washing or thinking positive thoughts) (Piacentini, 1999). 
Despite limited investigation, researchers in the field have questioned whether 
childhood OCD and adult OCD lie on a developmental continuum or whether they are 
actually different subtypes which share some similarities in presentation (Geller et al., 
1998).
Similarities and differences between childhood and adult OCD.
Diagnostic criteria and presentation
Adult and pediatric OCD share very similar symptoms and diagnostic criteria (Geller 
et al., 1998; Shafran, 1998). However subtle differences in presentation have been 
established. For example, hoarding and obsessional slowness have been found to be 
less common in children (Rapoport & Inoff-Germain, 2000). In addition, compulsions 
are more frequently reported than obsessions (Riddle 1998; Swedo et al., 1989 cited 
in Henin & Kendall, 1997). This is in contrast to the adult presentation where fairly 
even rates of obsessions and compulsions are noted (Ramussen & Tsuang, 1986 
cited in Henin & Kendall, 1997). Although suggestive of difference, it could be that 
rather than the obsessions actually being absent, the child simply lacks the cognitive 
ability to describe their thoughts (Savage & Rauch, 2000). Furthermore, it also 
suggested that children are more likely to hide their obsessive symptoms (Henin & 
Kendall, 1997). Children are also considered as less likely to have insight into the 
illogical nature of their symptoms (Piacentini, 1999). However once again it could be 
that differences in insight could be accounted for by differences in cognitive 
development. Overall a fundamental difference in presentation cannot be concluded, 
however implications for treatment are important and are discussed under the 
treatment section.
Demographic characteristics: Prevalence, differences in age of onset and gender 
distribution
Prevalence rates in childhood and adult OCD are similar (Shafran, 1998), however 
determining ages of onset in childhood OCD has proved difficult since it tends to be 
detected only when severe, and some time after initial onset. Nevertheless, some 
research suggests that in childhood there exists an early onset group (predominantly 
male) and a group whose onset begins in adolescence (predominantly female)
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(Pauls et al., 1995 cited in Shafran, 2001). The literature also suggests that more 
boys than girls suffer from childhood OCD (3:2 respectively) whereas the male to 
female ratio in adulthood is approximately equal (although some studies do indicate a 
slight female majority Geller et al., 1998). Differences in age of onset and gender 
distribution although implied are in need of replication. Also, with regards to gender 
distribution, the confounding factor that less adult men tend to seek help for mental 
health problems would need to be ruled out.
Differences in familial contribution
An earlier age of onset has been associated with a higher likelihood of OCD (or a 
sub-clinical form) in first degree relatives (Pauls et al., 1995 cited in Shafran, 2001). 
Moreover, differences between familial and non-familial OCD have been indicated, 
with children with non-familial OCD reported to be more likely to have pervasive 
developmental disorders (Riddle, 1998). These distinctions clearly suggest a 
difference in familial contribution between childhood and adult OCD and indicate the 
need for further research into the possibility of a genetic subtype of childhood OCD. 
Meanwhile, the distinction has important treatment implications since untreated 
family members are likely to compromise the effectiveness of treatment for the child 
(Riddle, 1998).
Differences in comorbiditv
Overall, rates of comorbidity in childhood OCD are considerably higher than in adult 
OCD with up to 70% of children reported to have at least one co-morbid diagnosis 
(Shafran, 1998). Like adult OCD, comorbid mood and anxiety disorders are common, 
however childhood OCD is also accompanied by high rates of disruptive behaviour 
disorders and specific developmental disorders (Geller et al., 1998). However, these 
additional disorders are often not examined in adult studies so the significance of this 
finding is also yet to be determined (Geller et al., 1998). Nevertheless, considerable 
attention should be devoted to considering the impact of comorbid disorders because 
their presence can have important implications for treatment planning. For example, 
conduct disorders could effect a child’s compliance with treatment interventions and 
the side effects of stimulants prescribed for ADHD can worsen or even trigger some 
OCD symptoms (Rapoport & Inoff-Germain, 2000).
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Childhood OCD and Tourette’s Disorder
Childhood OCD is also commonly presented alongside Tourette’s disorder (Leonard 
et al., 1992 cited in Rapoport & Inoff-Germain, 2000). This has led some to suggest 
that tic related and non-tic related OCD might be different subtypes of the disorder 
(Riddle, 1998). Slight differences in the types of compulsion have been noted and 
when OCD is accompanied by Tourettes disorder combination drug treatments have 
been found to be more effective (Shafran, 2001). Research appears to be 
distinguishing further sub-types of OCD in younger populations, highlighting the 
importance of thorough assessment and accurate diagnosis (Shafran, 2001).
Differences in neurodevelopmental deficits
Abnormal neurological findings are more common in childhood onset OCD. In 
particular research indicates that OCD and/or tics often occur in children with 
Sydenham’s chorea the onset of which coincides with the onset of OCD and tics.
Also highlighted is a neurobiological subgroup of OCD/Tourette’s disorder cases 
associated with group A beta-hemolytic streptococcal infection. These cases are 
referred to as PANDAS (pediatric autoimmune neuropsychiatric disorders associated 
with streptococcal infection) (Swedo et al., 1998 cited in Rapoport & Inoff-Germain,
2000). Research into PANDAS and OCD associated with Sydenham’s chorea is still 
in its early stages. Nevertheless promising avenues in identifying this subtype of 
OCD (with a biological non-genetic origin) are undergoing intense investigation. 
Although a detailed review of PANDAS is beyond the scope of this discussion, it is 
necessary to highlight its existence. To date it remains unclear as to how many OCD 
cases are indeed PANDAS, estimates include 5-10% (Swedo, unpublished data cited 
in Rapoport & Inoff-Germain, 2000).
Differences in cognitive and neuropsychological assessments 
Children with OCD have been found to have significantly poorer IQ’s on performance 
sub-tests and neuropsychological tests than controls (Keller, 1989 cited in Geller et 
al., 1998). In adults the findings are mixed, however Geller et al. suggest that this 
could be because adult OCD samples include a mixture of subjects with and without 
childhood onset (a confound present across OCD research). In addition, children with 
OCD have been found to perform normally on a number of measures of executive 
functioning in contrast to adults who show impairment on complex measures of 
executive functioning and strategic memory (Beers et al., 1999). However it is 
suggested that rather than being indicative of fundamental differences per se these
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problems may not be apparent in childhood because normal children do not have 
fully matured prefrontal networks and consequently show less developed executive 
functioning (Savage & Rauch, 2000).
Summary of similarities and differences
Differences between childhood and adult OCD include variations in the gender 
distribution of the disorder, comorbidity, familial contribution and differences due to 
cognitive immaturity’s. Research points to the existence of subtypes of OCD 
particularly tic versus non-tic related OCD and familial versus non-familial OCD, 
(Riddle, 1998). It is possible that sub-types exist which do differ fundamentally from 
adult OCD, however it is not possible to conclude that all OCD present in childhood is 
fundamentally different from adult OCD. In addition, all investigations into the 
similarities and differences between child and adult OCD face methodological 
criticisms. For example, determining early and accurate diagnosis is problematic and 
studies tend to be retrospective.
Cognitive behavioural theory of OCD
Following a substantial growth in research into Obsessive-Compulsive Disorder 
(OCD) in adults a number of conceptual models detailing its etiology and 
maintenance have been developed. The cognitive conceptualisation is the most- 
widely investigated. Arguably the most prominent cognitive theory of adult OCD is 
that of Salkovskis (Salkovskis, 1985; Salkovskis, Forrester, Richards & Morrison,
1998). The main tenet of the theory is that it is the individual’s interpretation of 
normal intrusive thoughts or images which causes distress rather than the thought or 
image per se. Salkovskis (1989) elaborated this further by specifying that it is the 
interpretation of the thoughts or images as indicating that the person might be 
responsible for harm to themselves or others that links intrusive cognitions with 
compulsions. The intrusion compulsion cycle is then maintained by a number of 
processes:
i) Positive reinforcement, as engaging in compulsions often reduces distress 
associated with the obsession.
ii) Maintenance of problematic interpretations, since by engaging in neutralising 
behaviour the person fails to discover that the thing they fear will not occur.
iii) Underlying assumptions about the personal significance of intrusive thoughts 
(e.g. ‘thinking something is as bad as actually doing it’).
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iv) Beliefs about responsibility (e.g./failing to try to prevent harm is the same as 
wanting harm to happen’).
v) Cognitive and behavioural strategies employed by the individual to inhibit 
obsessions but which inadvertently increase and maintain symptoms (e.g., 
avoidance and thought suppression).
This theory is supported by a number of findings showing higher levels of both 
general responsibility attitudes and specific responsibility appraisals in individuals 
suffering from OCD, (Salkovskis et al., 2000; Trinder & Salkovskis, 1994). Evidence 
for the paradoxical effect of thought suppression has also been demonstrated, 
(Trinder & Salkovskis, 1994; Wegner, 1989). Furthermore, the effectiveness of CBT 
supports its theoretical underpinnings. However, treatment effectiveness has yet to 
be causally related to modifying responsibility appraisals and despite its widespread 
investigation in adults there has been relatively little investigation into the application 
of this particular theoretical model in children and adolescents. Nevertheless, the fact 
that OCD tends not to occur in children under the age of 7 is consistent with the 
fundamental role of cognition in its development and maintenance. The difficulty in 
applying this theory to childhood OCD can be explained by the cognitive limitations of 
young children. For example, the role of responsibility attitudes and appraisals has 
yet to be investigated in children but one could speculate that these higher level 
appraisals require a sophisticated level of cognitive development unlikely to fit with 
the cognitive ability of younger children. In addition, some behavioural strategies 
require a degree of planning, more straightforward as opposed to complex avoidance 
is therefore more likely in children. Finally, cognitive strategies such as thought 
suppression require an individual to reflect on their own thoughts, again a complex 
cognitive task. However, thought suppression has been reported in adolescents 
(Shafran & Somers, 1998). Therefore it is important to distinguish between different 
ages encompassed in the category ‘childhood’. An important point is that children’s 
ability to report their cognitions does not necessarily imply that cognitions do not exist 
and do not exert a crucial influence on their behaviour.
Treatment for OCD
CBT for adults with OCD generally involves a number of stages including, 
information gathering, assessment and formulation, psychoeducation, exposure and 
response prevention (ERP), challenging of responsibility appraisals (in Salkovskis 
model), challenging of underlying assumptions, and relapse prevention. ERP in
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particular has strong empirical support with exposure reducing phobic anxiety and 
response prevention rituals (Foa et al., 1984 cited in March, Franklin, Nelson & Foa,
2001). The most commonly proposed mechanism for the effectiveness of ERP is that 
over repeated exposures anxiety gradually declines through the process of 
autonomic habituation. In addition, when the feared consequences of not ritualising 
do not occur, individual’s appraisals are challenged. Childhood CBT packages utilise 
most of the main adult interventions such as ERP and cognitive therapy. However 
there are a number of differences inherent to the child population, which generates 
difficulties when applying the treatment rigidly.
Firstly, developmental limitations such as difficulties in articulating obsessions can 
make developing an accurate hierarchy for graded exposure problematic. Secondly, 
children are more present-oriented and therefore tend to be more concerned with 
reducing current anxiety than persisting with anxiety provoking tasks in return for a 
future pay off. Finally, a lack of insight can diminish motivation if the child fails to see 
the illogical nature of their symptoms. Clearly developmental stage, cognitive ability 
and the specific OCD symptoms presented will affect the use and presentation of the 
treatment techniques chosen. Therefore, to enhance motivation and compliance with 
treatment, additional interventions such as using behavioural reward systems are 
commonly used (Piacentini, 1999).
In response to the above difficulties, standardised CBT treatment protocols have 
been developed with developmental^ sensitive adaptations for the younger age 
group. For example March et al. (1994) view OCD from a neurobehavioural 
perspective and incorporate family psychoeducation, anxiety management training, 
constructive self-talk, positive coping strategies and ERP. The cognitive component 
of treatment includes teaching self-statements to boss back or cope with OCD. 
Preliminary studies of CBT for childhood OCD and single case studies have 
demonstrated its effectiveness (Franklin, Kozack & Cashman, 1998; March & Mulle, 
1998; March, Mulle & Herbel, 1994). However, robust randomized controlled trials of 
CBT against control and active comparison treatments are clearly warranted.
A vital consideration when working with children is the family context and the school 
context (Freeston, 2001; Snider & Swedo, 2000). Family involvement is important 
because significant others are reported to be much more likely to be involved in the 
rituals of the OCD sufferer, this can lead to distorted family roles and relationships,
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negative feelings toward the affected child and heightened family conflict (Piacentini,
1999). Parent behaviour management training and/or family therapy is therefore 
often indicated.
March et al. (2001) state that although the literature strongly suggests that CBT is 
the treatment of choice in child as well as adult groups, this has yet to be empirically 
confirmed. The use of the more cognitive strategies is suggested to have greater 
utility with the adolescent age group and more behavioural interventions useful for 
younger children. Clinical observations are reported to suggest that a combination of 
individual and family sessions is best for most patients (March & Mulle, 1998). Future 
treatments of OCD will most likely follow further investigation into OCD sub-types 
with increasing sophistication as to which types of OCD respond best to which 
treatment.
POST-TRAUMATIC STRESS DISORDER (PTSD1
DSM-IV criteria for PTSD requires exposure to a traumatic event in which the person 
experiences or witnesses, a) actual or threatened death or serious injury, or b) a 
threat to the physical integrity of self or others. The person’s response to the event 
must involve fear, helplessness or horror. PTSD symptoms then fall into three 
categories, i) re-experiencing the event, ii) emotional numbing and avoidance of 
reminders of the event and iii) hyperarousal. It should be noted that most people 
experience PTSD symptoms following exposure to a traumatic event, but those 
warranting a diagnosis of PTSD are those whose symptoms persist for more than 
one month causing clinically significant distress or impairment in functioning 
(American Psychiatric Association, 1994).
As recently as 1985, researchers refuted the need for an equivalent diagnostic 
category of PTSD for children. Children’s distress following trauma was thought to be 
transient and little evidence of re-experiencing or emotional numbing was reported. 
However, research at that time relied on parent and teacher reports now shown to 
underestimate PTSD symptoms. Once children themselves were asked it became 
evident that PTSD symptoms were common following trauma, they clustered around 
the categories of re-experiencing, avoidance and hyperarousal and symptoms were 
persistent over time (Yule, 1992 cited in Perrin, Smith & Yule 2000).
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Similarities and differences between childhood and adult PTSD
Diagnostic criteria and presentation
Differences in the presentation of symptoms in children are frequently described in 
the literature. In children, under the symptom category of re-experiencing, flash­
backs are less common but bad dreams and night terrors are widespread. Intrusive 
thoughts are reported in older children, although re-experiencing of the event in 
younger children is more likely to be noticed through re-enactment in play (Shah & 
Mudholkar, 2000). Emotional numbing is controversial in children as it is often difficult 
for young children to report (Frederick, 1985 cited in Perrin et al., 2000). However 
this does not necessarily imply its absence and it is most likely to be identified by 
parents and teachers who notice diminished interest in hobbies and activities. 
Avoidance is frequently encountered and tends to be shown through avoidance of 
talking about the traumatic event and through avoiding the location in which the 
trauma took place.
With regard to hyperarousal, like adults, children have difficulty in falling or staying 
asleep, difficulty concentrating, they are hypervigilant to danger, show a marked 
response to other disasters and an exaggerated startle response.
In addition to these cardinal symptoms of PTSD, children often show additional 
symptoms which go beyond those specified in DSM-IV (Yule, Perrin & Smith, 1999). 
For example, separation anxiety, regressive infantile behaviour, encopresis, enuresis 
and somatic symptoms can be exhibited. For children under the ages of 6 years, 
fears and anxiety that are not directly related to the trauma are common. Aggressive 
behaviour is also common in older children with negative effects on cognitive and 
emotional development as well as educational performance (Nader & Fairbanks,
1994 cited in Shah & Mudholkar, 2000). Where reliance is placed on behavioural 
manifiestations, presentation can often lead to misdiagnosis of conduct disorder or 
ADHD and under diagnosis of PTSD (Greenwald, 2000).
As a result of differences in clinical manifestation, special notes have been added to 
DSM-IV criteria for children. For example, it is noted that re-experiencing symptoms 
are often exhibited in children’s play. Arguably, with these additions DSM-IV is 
sufficient for use with most children and adolescents. However, for very young 
children it is unlikely to be sensitive enough. In response alternative, less stringent 
criteria have been proposed which incorporate childhood manifestations (Scheeringa,
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Zeanh, Drell & Larrieu, 1995). Although these alternative criteria have not been 
tested against DSM-IV they reflect a positive step towards recognising differences in 
presentation in the younger age groups.
Overall, it is clear that the trauma-specific and general psychopathological symptoms 
are developmental^ linked such that the overall presenting clinical picture varies with 
the age of the child (Thornton, 2000).
Demographic characteristics: Gender distribution and age of onset 
Like adults there is a similar overrepresentation of females with PTSD in children 
(Udwin, 1993 cited in Stallard, Velleman & Baldwin 1998). Determining age of onset 
however is problematic particularly in the context of the limitations of DSM-IV criteria. 
Very young children e.g., under the age of 4 can exhibit some post-traumatic 
symptoms. However, in order to take account of the very young child’s relatively 
limited cognitive and language abilities, a more specialised assessment is necessary. 
This is likely to involve detailed information from significant others and particular 
attention to the emergence of new symptoms and behaviours plus any associated 
changes in the child’s developmental progression (Thornton, 2000). There is a clear 
need for investigation of the effects of trauma in very young children. Discussion of 
the relevance of PTSD to very young children is expanded later when assessing the 
applicability of cognitive models.
In order to progress meaningfully with a discussion on the similarities and differences 
between child and adult PTSD it is essential to examine issues of continuity in 
underlying processes (Moradi, Taghavi, Neshat-Doost, Yule, & Dalgleish, 1999). As 
with OCD, cognitive models of PTSD have dominated the literature over the past 15 
years. In particular three critical components in the development and maintenance of 
PTSD are adhered to. Ehlers and Clark (1998) recently incorporated these three 
components into a cognitive model of the persistence of PTSD. To summarise the 
model, negative appraisals, the nature of the trauma memory and cognitive and 
behavioural strategies employed by the individual each interact and contribute to the 
development and persistence of PTSD symptoms. These three components are 
influenced by characteristics of the trauma as well as prior experiences, beliefs and 
differences in IQ. Evidence supporting the validity of this explanation in both 
childhood and adult PTSD is discussed below.
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Firstly, consistent with the adult literature a child’s exposure to trauma does not bear 
an obligatory relation with the development of PTSD, thus highlighting the role of 
individual differences. With regards to evidence for the role of negative appraisals, 
like adults research with children supports the importance of appraisals during and 
after the event. For example Stallard et al. (1998) found that the personal meaning of 
the event for the child and appraisal of threat to life were all significantly related to 
the development of PTSD. In adults, research supports the role of negative 
interpretations of intrusions and cognitive strategies such as thought suppression 
(Ehlers, Mayou & Bryant 1998). This has yet to be investigated in children although it 
could be argued that these phenomena are unlikely to be present in children because 
both rely on the ability to reflect on one’s own thoughts (i.e. have ‘meta-cognitive’ 
abilities). Nevertheless, the distress associated with re-experiencing in thoughts and 
images has been reported by children (Yule et al., 1999). Other cognitive and 
behavioural strategies such as avoidance and rumination are reported in children as 
well as adults and link intuitively with negative appraisals about the trauma. However, 
establishing causality between appraisals and cognitive and behavioural strategies 
and the effects of such strategies in preventing elaboration of the trauma memory 
have yet to be empirically validated. The influence of other characteristics such as 
previous experience of trauma has also been implicated in the development of PTSD 
in children (Stallard et al., 1998). The role of prior beliefs is suggested by Yule et al. 
1999 who apply Janoff-Bulman’s (1985) description of the shattering of one’s 
assumptive world to children as well as adults.
When considering the nature of the trauma memory children too have difficulty 
recalling important details of the event and re-experiencing is evident in both older 
and younger children (Shah & Mudholkar, 2000). However, the underlying processes 
responsible for these phenomena outlined in the theory have yet to be empirically 
validated in adults let alone in children. However even without this information it 
should be noted that a whole debate exists into whether children who are traumatized 
before they have developed expressive language can have memories that affect their 
development. If this were the case the nature of the trauma memory outlined by 
Ehlers and Clark would not be applicable to such young children and thus would 
represent a fundamental difference in PTSD in adults and very young children. 
However while most researchers agree that verbal memories cannot be accessed 
prior to about 2.5 to 3 years, clinical evidence suggests that pre-verbal children do 
have non-verbal memories that affect their behaviour and adjustment (Yule, 2001).
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Therefore complex research into the nature of memory prior to the development of 
expressive language is necessary before any conclusions can be drawn.
Biases in attention toward trauma related information is analogous to the symptom of 
hypervigilance (Moradi et al., 1999). Recent findings show that both children and 
adults respond similarly to modified Stroop tasks showing more interference when 
trauma-related words are presented (Cassiday, McNally & Zeitlin, 1992; Foa, Feske, 
Murdock, Kozak & McCarthy, 1991; Moradi et al., 1999). One explanation of this 
effect is that the word activates the poorly elaborated trauma memory which 
increases difficulty inhibiting the articulation of the word name. Although this 
explanation in particular has yet to be validated, continuity between the presentation 
of PTSD in adults and its manifestation in children is supported. However, it must be 
noted that this phenomena has been investigated only in children 9 years and older 
where the majority of milestones in cognitive development have been passed.
Further research with younger children is therefore warranted.
Children’s understanding and concept of trauma are different from adults. Children 
perceive certain events as traumatic which adults would not (Pandit & Shah, 2000). 
This highlights once again the importance of discussing the effects of cognitive 
development on the applicability of cognitive models to childhood PTSD. From a 
developmental perspective Pynoos (1994 cited in Yule et al., 1999) suggests that the 
earlier the trauma the more likely the disruption to developmental processes. 
However Keppel-Benson and Ollendick (1993 cited in Yule, 2001) argue that young 
children with immature cognitive processing abilities are unlikely to comprehend the 
danger of traumatic situations, if this is the case PTSD should not develop. However 
it has been demonstrated that children as young as 4 years of age can have partial 
and sometimes complete understanding of death and so can become aware of their 
own mortality when faced with life-threatening trauma. In very young children whose 
cognitive development is particularly immature post traumatic effects are argued to 
be more indirect effects of the trauma, such as changes in the emotional states and 
behaviour of care-givers which effects their interaction with the child (Silva et al.,
2000). Therefore, as with OCD, the family context requires close examination when 
attempting to understand the development and maintenance of PTSD. Although 
cognitive models do adhere to the role of appraisals of others reactions it could be 
argued that the importance of the family context is not sufficiently accounted for. 
Indeed, parental reactions to trauma have been reported to be the best predictor of a
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child or adolescents adjustment to stressors (Shah & Mudholkar, 2000). In addition 
the presence of PTSD in parents is commonly found to predict PTSD in children 
(Laor et al., 1996; Laor et al., 1997; Rossman et al., 1997; Yehuda 1998a; 1998b 
cited in Silva et al., 2000). Obtaining information about parental symptoms is 
therefore crucial alongside examination of the child’s perception of the psychological 
distress suffered by the family. Any changes in family functioning following trauma 
should also be investigated including patterns of communication and discordant 
family relationships (Thornton, 2000).
Overall, research suggests that levels of cognitive development effect a child’s ability 
to interpret traumatic events as threatening and make negative appraisals about the 
event and its sequelae. In addition, cognitive development is likely to affect the 
nature of the trauma memory, the particular presentation of symptoms and the child’s 
ability to report symptoms. It appears that younger children can be protected by 
immature cognitive development but are more likely to be influenced by parental 
reactions (Pandit & Shah, 2000). To conclude, evidence suggest that cognitive 
models may be applicable to children depending on the degree of cognitive 
development; in very young children it appears more likely that the traumatic 
experience interacts with factors in the child and family to contribute to the 
development of PTSD (Silva et al., 2000).
Treatment of PTSD
Cognitive-behavioural treatment of PTSD in adults is informed by the theory and 
generally incorporates psychoeducation, imaginal reliving (to promote elaboration 
and contextualisation of the trauma memory) and cognitive restructuring (to modify 
the negative appraisals about the trauma and its sequelae), (Ehlers & Clark, 1998).
Its effectiveness has been demonstrated across a range of traumas (Richards & 
Lovell, 1999). Most treatments for children are adaptations to the CBT used for 
adults, with a similar underlying structure. For example, most include: re- 
experiencing the trauma in a safe, controlled setting; working through emotional 
reactions; restructuring cognitive appraisals; and enhancing the child’s sense of 
efficacy (Greenwald, 2000; Seedat Kaminer, Lockhat & Stein, 2000). Perrin et al. 
(2000) cite five controlled studies using CBT for PTSD four of which demonstrated 
superior effectiveness when compared to other treatments or no treatment and one 
which did not. Perrin et al. also note several uncontrolled studies supporting the 
efficacy of CBT.
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As with OCD additional considerations when treating children should include 
assessment of the family context which can effect the development and maintenance 
of PTSD and recovery. This is perhaps even more important in younger children 
where the role of parental reactions is shown to be critical in the development of 
post-traumatic symptoms.
PTSD studies focus mainly on adults. A change in focus is vital, attention needs to 
be paid to the various forms and presentation of childhood PTSD at different ages 
plus further investigation into the role of the family, society and cultural issues. 
Cognitive models of PTSD require further investigation into the underlying processes 
hypothesised to be involved in maintenance in both adult and child samples. The 
effect of cognitive immaturities in young children is critical to establishing the utility of 
extrapolating from adult models.
When examining cognitive conceptualisations of anxiety disorders reliance is placed 
on our ability to access children’s cognitions. However research on the role of 
cognitions in childhood anxiety has undoubtedly been inhibited by methodological 
and theoretical limitations. For example, in order for children to report their cognitions 
they must first be able to recognise that thoughts exist, possess a concept of self, 
and be able to report their internal dialogue (Lodge & Tripp, 1995). The literature 
suggests that although the first two pre-requisites are possible around age 5 years, it 
is suggested that children do not obtain a global sense of self until approximately age 
eight, (Stone & Lemanek, 1990 cited in Lodge & Tripp, 1995). Nevertheless, although 
the reliability of children’s reports of their cognitions is questionable (before age 
eight), it does not imply that cognitions do not exist or that they are not instrumental 
in the development of anxiety disorders. However, it does highlight the need for the 
development of innovative ways of determining the existence and importance of 
cognitions in young children.
Overall conclusions
This essay has focused on cognitive conceptualisations of two of the anxiety 
disorders. An examination of the PTSD and OCD literature clearly indicates that 
further research is necessary to better define the etiology and maintenance of 
childhood onset anxiety disorders. The existence of OCD-subtypes in children could 
potentially provide evidence of fundamental difference that would distinguish certain
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sub-types from adult OCD although not necessarily all childhood OCD. Childhood 
presentation of PTSD is generally similar to adults but evidence suggests that 
differences in symptom manifestation are developmentally linked, this does not 
however imply fundamental difference.
Differences between adults and children and differences within the spectrum of 
childhood must be given greater consideration in cognitive theories. Limited research 
in this area means that extrapolation from adult models has a limited evidence base. 
Although younger children are unable to report cognitions, it does not imply they do 
not exist or do not play a critical role in the development of anxiety disorders. 
However, ethical justification of treatments based on adult models is questionable in 
the absence of randomised controlled treatment trials. With regards to treatment any 
child treatment requires a need for creativity and visual strategies, cognitive concepts 
have to be translated into clear, simple, concrete examples. When considering the 
use of CBT with children, one must consider the child’s psychological mindedness, 
life experience, motivation and their intelligence. Children must be able to access 
their thoughts, generate alternative cognitions about events, identify different 
feelings, and link, thoughts feelings and behaviour. Its use in very young children has 
yet to be demonstrated.
Unfortunately the research to date has yet to reach a stage where the importance of 
the similarities and differences between child onset anxiety disorders and adult onset 
disorders can be precisely determined (Lodge & Tripp, 1995). This discussion did 
however consistently highlight the importance of considering the family context when 
working with childhood anxiety disorders. Only with future research will we be able to 
answer the question about fundamental difference in childhood and adult anxiety 
disorders with the ultimate aim of being able to effectively answer the question ‘which 
treatment for which child with what characteristics’ (March et al., 2001).
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SPECIALIST ESSAY
Critically evaluate the evidence base of two approaches to working with people 
with borderline personality disorder.
Borderline personality disorder (BPD) is a pervasive and severe mental health 
disorder. Characteristics of BPD include: difficulties maintaining interpersonal 
relationships, an unstable identity, impulsive behaviour and a marked difficulty in 
regulating emotions. Keeping clients with BPD in treatment programmes is a 
significant problem, hospitalization is common and it is estimated that 9% eventually 
commit suicide (Stone 1987, cited in Swenson, Torrey & Koerner 2002). Therefore, 
individuals with BPD present a particular challenge to the provision of effective 
mental health services. Over the past 10 years, the severity of the condition coupled 
with the particular challenges the client group pose, has led to a significant increase 
in the development of treatment approaches. This essay discusses two approaches: 
Dialectical Behaviour Therapy (DBT), an approach with widespread popularity, and 
Cognitive Analytic Therapy (CAT), relatively new in its development. The theory 
underlying each treatment is outlined, a brief summary of the corresponding 
treatment method is described, and a detailed examination of the evidence base is 
provided. The implications for service provision and further research are discussed.
What is Borderline Personality Disorder?
According to the DSM-IV (APA; 1994) at least five of the criteria outlined in Table 1 
must be met for a diagnosis of BPD:
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Table 1. Diagnostic Criteria for BPD
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DSM-IV criteria for BPD_______________________________________ ________
1. Frantic efforts to avoid real or imagined abandonment (not suicidal or self- 
mutilating behaviour)
2. A pattern of unstable and intense interpersonal relationships characterised by 
alternating between extremes of idealisation and devaluation.
3. Identity disturbance: persistent and markedly disturbed, distorted or unstable self- 
image or sense of self (e.g. feeling like one does not exist or embodies evil).
4. Impulsiveness in a least two areas that are potentially self-damaging (e.g. 
spending, sex, substance abuse, shoplifting, reckless driving, binge eating - (not 
suicide or self-mutilating behaviour).
5. Recurrent suicidal threats, gestures, behaviour, or self-mutilating behaviour.
6. Affective instability: marked reactivity of mood (e.g. intense episodic dysphoria, 
irritability, or anxiety) usually lasting a few hours and only rarely more than a few 
days.
7. Chronic feelings of emptiness.
8. Inappropriate, intense anger or lack of control of anger (e.g., frequent displays of 
temper, constant anger, recurrent physical fights).
9. Transient, stress-related severe dissociative symptoms or paranoid ideation.
BPD significantly impairs an individual’s functioning in many areas, symptoms usually 
begin by early adulthood and are severe and enduring across contexts. The general 
population prevalence of BPD is estimated at 0.2-1.8%, with females over­
represented at approximately 3:1 (APA guidelines, 2001). BPD is commonly 
accompanied by the term: ‘difficult to treat’. In a recent list of empirically validated 
treatments, only one treatment is listed as ‘probably efficacious’ and no treatments 
are listed as well-established (Crits-Christoph, 1998). DBT is the treatment listed as 
‘probably efficacious’ and is outlined below.
Dialectical Behaviour Therapy
The theory behind the approach.
DBT was developed by Marsha Linehan (Linehan, 1993). It is grounded in a biosocial 
theory, where biological abnormalities are seen to effect, and be affected by, 
dysfunctional environmental circumstances in a transactional, vicious cycle. This 
results in a primary dysfunction in emotional regulation that causes the individual to 
react quickly, sensitively and extremely to emotional stimuli, with a slow return to 
baseline. It is this fundamental dysfunction, which is said to cause the behavioural 
characteristics of BPD. For example, self-harming behaviours function to regulate 
intense affect by distracting or blocking the individual from experiencing distress. 
Similarly, the individual’s emotional vulnerability inevitably manifests in behavioural 
outbursts.
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Linehan’s conceptualisation of dysfunctional environmental circumstances draws on 
the work of Thomas and Chess (1985). Thomas and Chess produced a series of 
papers highlighting effects of a dissonance between the characteristics of the child 
and their primary care givers. This dissonance, (for example between a highly 
sensitive child and emotionally unresponsive parents) correlated significantly with 
later psychological difficulties. Linehan proposes that particular early environmental 
circumstances are critical in the development of BPD; the early environment is 
described as ‘invalidating’. An invalidating environment disregards or invalidates the 
child’s emotional experiences. For example, when distressed, the child is told “pull 
yourself together”, or "don't be so silly". As a result, the child learns that they cannot 
trust their emotional responses as valid interpretations of events. The child is also riot 
taught the following fundamental emotional regulatory abilities: a) how to label 
emotional experiences, b) how to regulate their emotions or sort out difficulties that 
may be causing them distress, and c) how to tolerate their feelings.
The obvious example of invalidation is sexual abuse, a common occurrence in the 
histories of those with BPD (Ryle & Kerr, 2002). In the sexual abuse dynamic, the 
abuser often tells their victim that the abuse is okay, that the victim wanted it and that 
they should not tell anyone about it. These messages fundamentally contradict the 
emotional experience of the victim, who is upset, confused, angry and ashamed.
Linehan suggests that as adults, individuals with BPD take on the characteristics of 
their early invalidating environment. Having learnt not to trust their own emotional 
responses, they continue to disregard them, looking to others to determine reality. 
Similarly, because they were not taught to work through difficulties and problems 
were oversimplified, they do not set themselves realistic goals or expectations, 
making failure experiences more likely. Two conflicting behaviours result: Firstly the 
individual is likely to inhibit their emotions, either because they expect expression to 
be met with punishment, to gain acceptance, or because ‘you shouldn’t have feelings 
in the first place’. However, when attempts to inhibit emotions fail, the individual is 
unable to label, make sense of, resolve or tolerate their emotional experience. This 
leads to extreme emotional reactions. The environment’s response to extreme 
emotional displays may then intermittently reinforce this behaviour, and the individual 
learns that only extreme emotional reactions or problems elicit help from others. 
Consequently, the individual is left oscillating between emotional inhibition (often 
accompanied by feelings of emptiness) and extreme emotional responses. This 
inevitably interferes with a person’s ability to develop a stable self-concept and
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develop stable interpersonal relationships.
In the context of the biosocial theory outlined above, Linehan developed DBT. As its 
title indicates DBT places a huge emphasis on dialectics. According to Linehan:
“Dialectics stresses the value of searching for and finding syntheses between natural 
tensions in order to bring about change” (Linehan, 1993 pp. 31).
The most fundamental dialectic for the client with BPD is the dialectical tension 
between their emotional vulnerability and their self-invalidation. Linehan proposes 
that each polarity in dialectical dilemmas is equally valid, with change occurring when 
the value in each position are combined and the contradictions between them 
resolved. This synthesis then acts as the thesis for the next cycle in a transactional 
process.
Treatment implications
Based on this dialectical perspective, therapy aims to teach the client to: a) modulate 
their emotional vulnerability and reduce their destructive mood-dependent behaviours 
and b) to trust and validate their own emotional experiences. The therapist’s task is 
therefore to ensure a balance between acceptance/validation of the client and 
attempts to get the client to change. It is predicted that if treatment focuses too much 
on change, the client experiences invalidation. However, if there is too much 
validation and little focus on change, the client will feel hopeless. In both scenarios it 
is predicted that therapy will fail (Swales, Heard & Williams, 2000).
To balance acceptance and change, treatment strategies are divided into change 
strategies and skills training, and validation strategies. Skills’ training involves the 
application of four modules:
1) Core mindfulness skills (teaching the individual to be aware of and stay with their 
emotions).
2) Interpersonal effectiveness skills (helping the individual deal effectively with 
interpersonal difficulties and maintain reciprocal relationships).
3) Emotion modulation skills (helping the individual develop strategies to change their 
emotions).
4) Distress tolerance skills (helping the individual tolerate uncomfortable feelings until 
change is achieved).
DBT recognises that difficulties in applying these skills are likely to be encountered
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due to cognitive, emotional and environmental obstacles. Therefore, well-established 
treatment techniques are blended into the skills training approach. These include: 
contingency management, cognitive therapy, exposure and pharmacotherapy.
Validation, the other key strategy, requires the therapist to be non-pejorative and 
accept the client’s behaviour as an understandable response to their current life 
situation, current skills repertoire and ability to apply problem-solving strategies. The 
therapist must express this explicitly at all times. Great emphasis is placed on the 
quality of the therapeutic relationship. Linehan (1993) provides specific guidance to 
developing a relationship that offers validation and hope for change.
DBT relies on four modes of treatment: Group therapy, individual therapy, telephone 
contact and therapist consultation. Group therapy focuses on skills training.
Individual therapy is conducted weekly, and prioritises issues in order of: decreasing 
life-threatening behaviours, decreasing therapy interfering behaviours, decreasing 
quality of life interfering behaviours and increasing coping skills. Once the client is 
considered to be reasonably stable, therapy moves on to a posttraumatic focus and 
finally onto issues around enhancing self-esteem and achieving individual treatment 
goals. Telephone contact with the individual therapist is used to facilitate skill 
generalisation and the practical application of skills learnt. It can also be used to 
repair any difficulty in the client-therapist relationship. Finally, the requirement for 
therapist consultation acknowledges the difficulties inherent in working with 
individuals with BPD. It provides a supportive, supervisory role and ensures the 
therapist maintains their dialectical stance.
The evidence base
Evidence for the theory
Linehan’s biosocial theory considers dysfunction in emotional regulation as the cause 
of BPD. Face validity of this theory is strong considering maladaptive behavioural 
expression of extreme emotions is one of the hallmarks of BPD. In addition, Linehan 
(1993) adheres to a wealth of empirical descriptions of excessive emotional 
vulnerability in both individuals with BPD and those who engage in parasuicidal 
behaviours. Evidence that self-harming behaviours result in relief from intolerable 
emotions is also well documented in the literature (e.g., Leinbenluft, Gardner & 
Cowdry, 1987).
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Evidence for a biological abnormality
Cowdry et al., (1985 cited in Linehan, 1993) present data suggesting that individuals 
with BPD have a lower threshold for activation of the area of the brain associated with 
emotional regulation. However, findings such as this and other studies indicating 
neurotransmitter dysfunction’s (e.g. Gurvits, Koeninsburg & Siever, 2000) could 
reflect rather than predispose to BPD. Nevertheless, potential origins of a biological 
abnormality include:
a) A genetic link (Torgensen, 2000). This is consistent with higher prevalence 
rates of personality disturbance in first-degree relatives of those with BPD 
(Zanarini, Gunderson & Marino, 1988) as well as the fact that BPD is more 
common in women.
b) Adverse intrauterine events effecting brain and nervous system development. 
Inferences are derived from research on fetal alcohol syndrome and drug 
addicted mothers, which have clearly linked adverse intrauterine events and 
subsequent developmental deficits. However specific links with BPD have yet to 
be examined.
c) Early environmental effects on brain and nervous system development. 
Childhood sexual and emotional abuse and persistent stress (common in BPD) 
has been linked to psychiatric disorders and difficulties in emotional regulation 
(Linehan, 1993). Animal studies demonstrate changes in brain structure and 
neuroendocrine function following persistent stress (Silk, 2000).
Some evidence is therefore consistent with a biological predisposition, however in 
order to verify these possibilities, there is a clear need for prospective research as 
well as twin studies specifically focused on BPD.
Evidence for the social etiological component
The social etiological component in Linehan’s theory is also supported by previous 
research. Thomas and Chess (1985) document specific links between the “poorness 
of fit” between the child and his or her environment and later psychological 
dysfunction. Linehan’s more specific concept of the invalidating environment was 
generated from clinical experience of client reports of early interactions with 
caregivers. However, empirical research is necessary to support conclusions drawn 
from clinical experience.
Randomised-controiied trials (RCT's)
The largest RCT of DBT randomly assigned two cohorts of women meeting 
diagnostic criteria for BPD to either DBT, or treatment as usual (TAU), (Linehan,
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Armstrong, Suarez, Allmon & Heard, 1991; Linehan, Hear & Armstrong, 1993; 
Linehan, Tutek, Heard & Armstrong, 1994). The key findings supporting the treatment 
are outlined in Table 2 below:
Table 2. Key findings supporting DBT (Linehan etal. 1991:1993:1994).
Key supportive findings:________________________________________________
i) Women from the DBT group were significantly less likely to engage in parasuicide 
during the treatment year. This was maintained at 6-month, but not at 12-month 
follow-up.
ii) There were significantly less dropouts from the DBT group.
iii) Women receiving DBT were less likely (although not significantly) to be admitted 
to inpatient units. The number of inpatient days however was significantly less for the 
DBT group during the treatment year. This difference was not significant at 6-month 
follow-up, but significance re-emerged at 12-months.
iv) Women receiving DBT reported significantly lower scores on self-report measures 
of trait anger, anxious rumination and global functioning post-treatment. Superiority 
on global functioning was maintained at both follow-ups, but trait anger was 
maintained only at 6-month follow-up. There were no significant differences in 
anxious ruination at either follow-up.
v) Self-reported social adjustment measures were significantly better for those 
receiving DBT at post-treatment and at 6-month follow-up.
However, there were also a number of non-significant findings. These are presented 
in Table 3 below.
Table 3. Non-supportive DBT findings
Non-supportive findings:_____________________________________________ _
i) There were no significant differences between DBT and TAU in self-reports of 
depression, hopelessness, suicidal ideation or coping based reasons for living.
ii) There was no significant difference between groups in overall life satisfaction.
iii) There was no difference in the use of medication for cohort one, or cohort one 
and two combined. (However, differences were significant in favour of DBT for 
cohort two alone).
ivl There were no differences in distress tolerance (although this was inferred by the 
researchers from positive findings regarding reductions in parasuicidal behaviour, 
inpatient admissions, inpatient days and trait anger). __________________
Although DBT failed to be superior on every outcome measure, the findings clearly
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highlight greater effectiveness in many areas. However, there are a number of 
important caveats and limitations, a summary of which is presented below:
1) Extensive exclusion criteria existed for entry into the trial. For example, 
individuals with co-morbid diagnoses were excluded, participants were female 
only and had a severe and chronic parasuicidal history. Generalisation of 
findings to clients with BPD presenting to mental health services (arguably a 
more heterogeneous population) is therefore questionable.
2) The sample size was small with some findings based on 13 or fewer DBT 
subjects.
3) Although improvements on some measures were differentially significant in 
favour of DBT, clients remained in clinical ranges on most measures. 
However, it could be argued that small changes are acceptable considering 
the enduring nature of the disorder and its resistance to other treatment 
methods.
4) An important limitation of the study is the possibility that methodological 
limitations and procedures led to biased treatment groups. For example; 
Scheel (2000) highlights that 30% of potential participants either dropped out 
or were excluded. If client’s reasons for dropping out differed across groups, 
slight differences may have resulted. In addition, participants in the TAU 
group were required to pay for their therapy, whereas those in the DBT group 
did not. It is possible that this may have accounted for a higher dropout rate 
from TAU. Allocation to TAU could also have lowered expectations of 
treatment success effecting dropout rates and/or adversely effecting outcome.
5) Therapist differences in motivation, enthusiasm, the quality of training and 
supervision may also have confounded results.
6) The suitability of TAU as an appropriate comparison is questionable. Linehan 
(2000) argues that there is no alternative manualised comparison treatment 
with demonstrated efficacy and ethical and risk considerations contraindicate 
a wait-list control group. Nevertheless, certain group differences cannot be 
ignored. There were differences in the mode of treatment, and in the follow up 
period, where some participants continued with some form of psychotherapy 
and some did not.
7) Caution in over-interpreting findings should be taken. For example; It could be 
argued that reductions in hospitalisations indicate that DBT’s philosophies and 
protocol were followed successfully rather than because DBT caused 
fundamental change in the BPD. Similarly, it could be argued that reductions
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in parasuicidal behaviour indicate successful behavioural management, 
whereas modification of deeper level cognitions may be necessary for 
sustained change. Non-significant differences in levels of depression, 
hopelessness, and coping based reasons for living as well as non-significant 
differences in parasuicide at 12-month follow-up, support this interpretation.
In the context of the limitations of the study, Scheel (2000) suggests that conclusions 
regarding DBT’s efficacy remain tentative. However, a number of additional RCT’s 
were not reviewed by Scheel. For example, Koons et al. (1998) randomly assigned 
20 women veterans to either DBT or to TAU. Despite the small sample size, those in 
the DBT group reported significantly greater decreases in measures of suicidal 
ideation, hopelessness, depression and anger expression. Significant reductions in 
the number of parasuicidal acts, anger experiences and dissociation were also only 
present in the DBT group. DBT was also associated with a significant trend toward 
reduced hospitalisation. These findings demonstrate efficacy independent of a trial 
set up by the treatments developer. In addition, inclusion criteria did not include the 
necessity of a history of severe recurrent parasuicidal behaviour, effectiveness 
therefore applies to a broader, less behaviourally extreme client group. However, in 
contrast to Linehan’s earlier findings a greater number of individuals dropped out 
from the DBT group. The study is also faced with limitations in generalisation and the 
influence of non-controlled factors such as therapist expertise and the quality of 
supervision.
Linehan et al. (in press, cited in Koerner & Dimeff) report a further RCT where 28 
substance-dependent women with BPD were randomly assigned to either an 
adaptation of DBT for BPD, or to TAU. Significantly greater reductions in drug abuse, 
dropouts and inpatient treatment were achieved in the DBT group. Improved scores 
on global adjustment, social adjustment, state and trait anger were also reported and 
maintained at follow-up. Although subject to limitations (e.g. sample size, 
generalisation, the use of TAU), the study supports and broadens the existing 
evidence base for DBT.
Process and dismantling studies
Limited empirical research to date has focused on determining the mediators of the 
apparent effectiveness of DBT. Shearin and Linehan (1992, cited in Scheel, 2000) 
examined three core components of DBT hypothesised to be fundamental to its 
efficacy. These were: i) balancing acceptance and change, ii) taking a nonpejorative
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conceptualisation of client behaviours, and iii) employing the behavioural techniques 
of modeling and contingency timing. Specific measures by the therapist and client 
were recorded weekly, over a 7-month period and four therapist-client dyads were 
examined. Overall analyses (but not individual analysis), supported the three core 
components, with associations with reductions in suicidal behaviours and improved 
self-care. These findings are suggestive of the value of additions to behaviour 
therapy taken in the dialectical approach, however specific links to outcome are 
necessary for verification.
Linehan, et al. (1998, cited in Koerner & Dimeff, 2000) conducted an RCT designed 
as a dismantling study to examine the component of validation. In the control 
condition (named DBT-v) the therapist’s focus was on validation strategies. The only 
focus on change was maintaining attendance to therapy, narcotics anonymous 
meetings and meetings with sponsors. DBT-v achieved a 0% dropout rate compared 
to a 46% dropout rate in DBT. There was no difference in reducing substance misuse 
and abstinence was greater following DBT at 12-month follow up. However, DBT-v 
achieved a similar abstinence rate at 16-months. This study was therefore a powerful 
demonstration of the role of validation, it also applied DBT effectively to a broader 
client group.
Non-randomised trials
Koerner and Dimeff (2000) also cite a number of matched-control studies 
demonstrating superiority of DBT, particularly in reducing parasuicidal behaviours 
(e.g. Rathus & Miller 1999; Stanley et al., 1998). This has also been demonstrated in 
uncontrolled studies (e.g. Barley et al., 1993; Low, Jones, Duggan, Power &
MacLeod, 2001). Furthermore, qualitative data suggests a positive acceptance of 
DBT by clients and staff and caregivers (Barley et al, 1993). These studies were 
conducted independent of the treatment’s developer and support findings from the 
RCT's. However, non-randomised controlled studies cannot assert that improvements 
are due specifically to DBT.
So is DBT effective?
As demonstrated in the above review, evidence for the efficacy of DBT no longer 
relies solely on the original RCT. Standard outpatient DBT has been associated with 
reductions in parasuicidal behaviours, hospitalizations, anger, dropouts and 
improvement in some measures of adjustment and employment performance. The 
Koons et al, (1998) study (although in need of replication) extended these findings to
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reductions in depression, hopelessness and suicidal ideation. However, as outlined 
above the findings must be interpreted in the context of the limitations of each 
individual study, which commonly include small sample sizes and limited 
generalisability. Process and dismantling studies are limited, but demonstrate an 
association between important components of DBT and reductions in suicidal 
behaviours. However a clear link with outcome has yet to be established. In addition, 
the additive efficacy of the group skills component of the full DBT approach has yet to 
be determined.
A substantial gap in the current evidence base remains due to the absence of an 
RCT comparing DBT with an alternative manualised treatment approach. At present 
comparison with TAU, a mix of therapy in different settings, from different theoretical 
orientations does not allow sufficient control of a variety of confounding variables. It 
should also be noted that the limited duration of the application of DBT examined in 
studies to date means that DBT’s latter stages of enhancing self-esteem and 
achieving individual treatment goals have yet to be empirically tested.
Implications for further research and service provision
There is a clear need for additional RCT’s, with larger sample sizes comparing DBT 
to another standardised treatment. Longer follow-up periods extending beyond the 
1year post treatment period are necessary to determine longer term duration of 
effects. Incorporating an extended program of DBT is also necessary to examine the 
effectiveness of its latter stages. To control for therapist experience, expertise and 
the quality and amount of supervision provided, these should be equalised across the 
two treatment approaches. Turner (2000) suggests that therapists should also have 
previously demonstrated adequate treatment adherence to manualised approaches. 
The setting, mode and duration of treatment should also be equalized. To address 
queries about generalisation from RCT's, strict exclusion criteria must be dropped. 
Finally, outcome measures have yet to include an examination of changes in the 
diagnostic status of those involved in trials. This is essential if DBT is to be regarded 
as a treatment for BPD rather than a treatment for parasuicidal behaviours and 
inpatient hospitalization associated with BPD. In the context of a lack of alternatives, 
despite the need for further research, findings to date support the provision of DBT.
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Cognitive analytic therapy (CAT)
CAT is a treatment approach that integrates concepts from cognitive-behavioural and 
psychoanalytical sources. CAT has been used effectively in the treatment of many 
psychological disorders (Ryle, 1991).
CAT considers behaviour and experience to be organized by procedures. Procedures 
involve a chain of mental processes, behaviour and outcomes. Depending on the 
consequences associated with the outcomes, the procedures may be revised. Critical 
to BPD are procedures that organize relationships, named reciprocal role procedures 
(RRP’s). They determine the way in which we relate to others, and how we manage 
ourselves. RRP’s are learnt early in life and are resistant to change.
Ryle (1997) proposed the multiple-self-states model, a developmental and structural 
account of BPD. According to the model, rapid changes in mood state (a hallmark of 
BPD), are conceptualized as switches between partially dissociated self-states.
These changes often appear ‘out of the blue’, commonly lead to behaviour 
inappropriate to the situation, and cause distress to the individual and those they are 
interacting with. Different self-states are characterized by their particular pattern of 
RRP’s and their associated mood, behaviour and symptoms. Self-states have two 
reciprocal roles experienced at different times. Most commonly the poles of the 
‘frightened submissive victim’ and the ‘threatening abuser’ are identified.
The development of partially dissociated self states is said to originate from adverse 
early experiences, and dissociation in response to early traumatic experiences. It is 
suggested that genetic and biological damage, but predominantly early abusive and 
negligent relationships, restrict and distort a child’s procedural repertoire. The child 
learns to accept abuse and even to impose it on themselves and others, they also 
struggle with accepting and offering care. Adverse early relationships or dissociation 
in response to trauma also damages the meta-procedures that control the person’s 
ability to make smooth transitions between, or combine roles and actions. Therefore, 
the individual is left with a discontinuous sense of self or fragmented personality, 
reflected by their different self-states. Finally, dysfunctional early relationships also 
prevent the child from learning the fundamental ability of self-reflection. Self-reflection 
is also hindered by rapid changes in self-states that cause fluctuations in the person’s 
awareness of their own feelings and the feelings of others. This prevents them from 
reviewing and revising problematic RRP’s.
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Implications for treatment
Firstly, dissociated self-states must be identified. They are searched for in client’s 
descriptions of experiences, self-monitoring diaries, through direct observation and 
from countertransference reactions. Techniques such as reviewing early experiences 
are also used to highlight origins of self-states. The therapist and client then together 
construct a narrative account that attempts to help the client and therapist understand 
the clients’ story. This is complemented by the construction of map (named the self 
states sequential diagram; SSSD) which lists the persons self-states (both poles), 
their idiosyncratic descriptions and corresponding RRP’s. Descriptions include the 
mood, behaviour and symptoms associated with the state, the individual’s access to 
emotion, their sense of self and others and the consequences of enacting the role. 
With practice the client is encouraged to recognize changes in self-states and monitor 
factors that trigger the changes.
The client uses their SSSD to help them locate and understand events both within, 
and outside the therapy session. It provides a new way of thinking about oneself and 
one’s relationships with others, providing a method of self-reflection and integration. 
The SSSD allows the therapist to become aware of the influence of interactions 
within the therapeutic relationship, prevent them from being drawn into destructive 
reciprocal responses, avoid collusion and thus maintain an effective working alliance.
To summarise, the treatment approach initially attempts to help clients identify their 
self-states and become aware of the dissociative processes that maintain their 
fragmented sense of self. Recognition and awareness is encouraged and facilitated 
by the construction of a detailed map of the RRP’s operating during various self­
states. This can then be used to assist the individual with self-reflection and the 
revision and integration of their fragmented personality.
The evidence base
Evidence for the theory
According to the self-states model, a key component of BPD is a fragmented 
personality maintained by dissociative processes originating in adverse early 
relationships and/or early traumatic experiences. Consistent with this theory higher 
levels of personality fragmentation have been found in BPD groups compared to 
dissociative identity disordered clients, other personality disordered groups and non- 
clinical controls, (Pollock, et al., in press, cited in Wildgoose, Clarke & Waller, 2001).
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In addition, Pollock et al. found high levels of personality fragmentation were 
associated with different aspects of dissociation and changeable mood. Also 
consistent with the theory, Wildgoose, Waller, Clarke and Reid, (2001) found BPD 
clients to have higher levels of symptomatic distress, which appeared to be mediated 
by dissociation.
In further support of the origins and maintenance components of the theory, research 
repeatedly suggests that dissociation may mediate the relationship between trauma 
and psychopathology (e.g. Griffin, Resick & Mechanic, 1997). Evidence fora 
biological abnormality and the effects of adverse early experiences on borderline 
psychopathology is outlined in the DBT section.
Case studies
A number of case studies have illustrated the successful use of CAT in treating BPD, 
(Dunn, 1994; Ryle & Beard 1993; Ryle & Marlow 1995, all cited in Ryle & Kerr 2002).
Pre-post design studies
Wildgoose et al. (2001) used a patient series, within subject design to examine the 
impact of 16 sessions of CAT on 5 clients with BPD. The study aimed to 
systematically evaluate the effectiveness of CAT in reducing dissociative processes 
and enhancing integration. All 5 participants showed a reduction in their severity of 
BPD. Some participants reported reductions in dissociation and enhanced 
integration. In the context of short duration of therapy and the likelihood that 
termination issues may have been less effectively dealt with, the findings concur with 
suggestions that CAT offers a promising new approach to treating BPD.
Ryle and Golynkina (2000) in an uncontrolled naturalistic study describe the outcome 
of 37 clients meeting criteria for BPD treated with time-limited CAT. Other than 
meeting criteria for BPD there were no other inclusion or exclusion criteria. As a 
result high levels of comorbidity were present. Therapy was conducted over 24 
sessions. During treatment 2 participants moved, 4 dropped out and 1 was admitted 
for inpatient care. Of those remaining, all participants were followed up at 6-months 
and 18 attended the 18-month follow-up. 14 clients no longer met criteria for BPD at 
completion of therapy, for the whole sample psychometric scores significantly 
decreased and those who were followed up continued to show a reduction in these 
scores. For those who still met criteria for BPD, 6 showed improvements in BDI score 
and 7 showed no change. Poorer outcome was associated with greater severity, a
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history of self-cutting, alcohol abuse and unemployment. Changes in diagnostic 
status are extremely encouraging and set the scene for the next step of evaluation; 
RCT’s.
Randomised control trials
No formal RCT’s have yet to be published.
Implications for further research and service provision
The relative weighting given to the two approaches discussed in this essay, reflects 
the extent of research that has currently been conducted examining their respective 
evidence bases. The evidence base of CAT for BPD is developing. Key components 
of the theory (e.g. dissociation and personality fragmentation) are supported by the 
literature. The development of BPD in response to early environmental experiences 
and early traumatic events is also consistent with research findings. Finally, case 
studies and naturalistic studies indicate promising findings, however there are no 
published results from RCT’s, the outcome of which are eagerly waited. Further 
• empirical tests of the theory and dismantling studies are also required.
With pressures for service provision to be evidence-based, it could be argued that the 
provision of CAT for BPD should await further outcome data, however there remains 
a limited choice of well-established treatment approaches. Using CAT clinically with 
this client group is likely to effectively feed theoretical development for future 
empirical testing.
Conclusions
Some similarities exist between the two treatment approaches described here. Both 
CAT and DBT are integrative approaches, and reflect some convergence between 
orientations previously considered incompatible. Although different, both promote the 
coherent integration of different schools of thought, rather than the random collection 
of effective interventions. In addition, both emphasise dysfunctional early 
relationships to be critical in the development of BPD. DBT is criticized by Ryle 
(1997) as focusing on low level molecular behaviours and lacking description of 
dissociative states. However, at present research on CAT (with the absence of 
published RCT’s) falls some way behind the expanding evidence base of DBT.
Further research in both areas is paramount; any conclusions regarding superiority
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would be extremely premature.
A key consideration in research into BPD is the fact that most individuals meeting 
criteria for BPD (DSM-IV; APA, 1994) also meet criteria for axis II cluster B diagnoses 
and axis I disorders (Dolan, Evans & Nortan, 1995). Clients with BPD are a 
heterogeneous group, with different symptom profiles and levels of severity that 
inevitably affect the course of the disorder and their response to treatment (Ryle & 
Golynkina, 2000). Therefore, generalisation to the BPD population will always be 
questioned when research uses strict inclusion and exclusion criteria. The 
heterogeneity of BPD has undoubtedly limited our knowledge of the course and 
outcome of the disorder, and must be taken into account in the ongoing pursuit of a 
coherent theoretical model and effective treatment approach.
Developing well-designed, worthy outcome research is a difficult endeavor. The use 
of wait-list controls is unethical with this particular client group. Controlling for 
treatment factors (e.g. duration and mode of treatment); client factors (such as 
expectancy); therapist factors (e.g. personality, training, style, experience and 
expertise); and supervision factors is a complex task. As Shapiro (1989) points out, it 
is impossible to design a perfect study, however this does not mean outcome 
research should not attempt to overcome such obstacles through creative, well 
designed RCT’s. In addition to RCT’s, process and dismantling studies are vital in 
disentangling what, and how certain components of treatment influence outcome.
This is likely to be complemented by a detailed analysis of video or audio recordings, 
linked to patient and therapist reports (Ryle, 1991).
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Clinical Dossier: Placement summaries
ADULT MENTAL HEALTH
Setting
The placement was undertaken within a Primary Care Psychology Department. 
Models used
The predominant model was Systemic Narrative. The secondary model was 
Cognitive Behaviour Therapy.
Experience gained
Clinical
Clinical assessments and individual therapy was conducted with clients presenting 
with a range of psychological difficulties including: Panic Disorder; Depression; 
Generalised Anxiety; and Binge Eating Disorder.
In addition, one neuropsychological assessment was conducted with a client who 
was concerned about memory loss and feared early onset dementia. The 
assessment included administration of the following assessment tools: WAIS-III; 
NART; WMS-III; FAS; Trails A and B and the Hospital Anxiety and Depression Scale.
It was also possible to observe the placement supervisor and other psychologists 
within the Community Mental Health Team conducting neuropsychological 
assessments, family therapy, couples therapy and individual therapy.
Research
A service related research project was carried out on this placement. The project 
aimed to establish the views of early drop outs from therapy. This project is described 
in the Research Dossier.
Presentations and teaching
A fortnightly Narrative supervision group was attended where I was able to present a 
clinical case to the team.
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PEOPLE WITH LEARNING DISABILITIES
Setting
The placement was undertaken in a Community Team for People with Learning 
Disabilities. Some work was also undertaken within the Community Child Learning 
Disabilities Team.
Model used
Behavioural theory was the main model used. The secondary model was Cognitive 
Behaviour Therapy.
Experience gained
Clinical
It was possible to work in an assessment and therapeutic capacity with both adults 
and children with mild to moderate learning disabilities. Assessments included: two 
assessments to determine eligibility for service provision; an assessment of daily 
living skills; and a functional assessment of challenging behaviours. Interventions 
included: assertiveness training; interventions for challenging behaviour; anxiety 
management, anger management, management of risk re: sexual offending; and 
interventions designed to reduce pica. I also co-facilitated a 7 week friendship group 
for adults with mild to moderate learning disabilities.
Research
I initiated a project which examined existing measures for assessing autistic spectrum 
disorders. I then designed a new assessment/screening measure which would be 
piloted by the service.
Presentations and teaching
The friendship group was presented to the community team. This included outlining 
the content of the group, describing the outcome of the group and presenting 
suggestions for improving a future friendship group.
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CHILD AND FAMILY
Setting
The placement was split between working within a Child and Family Consultation 
Team and a Child Development Team.
Models used
The models used were based on cognitive developmental, cognitive behavioural and 
behavioural theories.
Experience gained
Clinical
Numerous observations of other team members were carried out. These included 
pediatric consultations, physiotherapy appointments and play therapy sessions. A 
number of autistic spectrum disorder assessments were also observed. Family work 
was conducted in a number of cases. Presenting problems of individual clients 
included school refusal, behavioural problems, obsessive-compulsive disorder, 
depression, panic disorder and relationship difficulties within the family. Assessments 
included structured observational assessments in different environmental contexts 
and psychometric testing. I also co-facilitated a group with a group analyst. The group 
targeted children adjusting to parental separation or divorce.
Research
Although no research projects were conducted on this placement, I was responsible 
for researching interventions for children coping with parental separation. I also put 
together a number of outcome measures to evaluate the effectiveness of the group.
Teaching and presentations
In conjunction with the Consultant Psychologist, I supervised a behavioural 
observation conducted by an Assistant Psychologist. I also presented to the team the 
content, process and outcome of the group for children adjusting to parental 
separation.
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SPECIALIST EATING DISORDERS 1.
Setting
The placement was set within an adult outpatient specialist eating disorders service. 
Models used
The main models of therapy were Cognitive Behavioural Therapy and Schema 
Focused Cognitive Behavioural Therapy.
Experience gained
Clinical
Supervisors were observed conducting assessment and therapy sessions. In 
addition, it was possible to listen to a full set of audio-taped sessions which were then 
discussed in supervision. Individual clients presented with a range of eating disorders 
including: Bulimia Nervosa (purging and non-purging subtypes); Anorexia Nervosa 
(restrictive subtype); and Eating Disorder Not Otherwise Specified. Comorbid 
problems such as social anxiety were also targeted for treatment.
Research
The Major Research Project (see Research Dossier) was conducted in the area of 
eating disorders. Specifically it aimed to investigate the role of parenting and schema 
processes in restrictive and bulimic pathology.
Training
The placement offered numerous training events. For example, I attended workshops 
titled ‘Schema-Focused Cognitive Behavioral Therapy for the Eating Disorders and 
the use of Imagery Rescripting’ and ‘A Transdiagnostic Model of Eating Disorders: 
Theory and Treatment’. I also attended the BABCP annual conference. This provided 
up-to-date research findings and new developments in treating a broad spectrum of 
mental health problems.
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OLDER ADULTS
Setting
The placement was conducted within a Community Mental Health Team for older 
adults. One session per week was also spent working in a Physical Rehabilitation 
Unit for older adults.
Models used
The main models used were Narrative Systemic and Cognitive Behavioural.
Experience gained
Clinical
Individual work was conducted with a range of clients ranging from 70 to 93 years of 
age. Presenting problems included depression, anxiety disorders, adjustment to 
disability, post traumatic stress disorder and dementia. A number of 
neuropsychological assessments were also conducted. Opportunities were taken to 
observe other disciplines within the team including the Community Psychiatric Nurse, 
Consultant Psychiatrist and the Speech and Language Therapist.
Teaching and presentations
I gave a short presentation to the psychology team on the use of compassionate self­
talk as an adjunct or addition to cognitive restructuring. I also presented a summary 
of the BPS paper ‘Clinical Psychology Services for Older People in Primary Care’. 
Finally I developed and co-facilitated a teaching session on ‘Working with Clients with 
Sensory Impairments’. The teaching session was delivered to staff working on an 
inpatient ward for older adults with mental health problems.
Training
A number of training events were attended. In particular I was able to learn about the 
impact of the new National Service Framework and the implications for service 
provision.
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SPECIALIST EATING DISORDERS 2.
Setting
After completing the older adult placement, I chose to complete a further Specialist 
Eating Disorders Placement. This was based in the same service as the first 
placement - an adult outpatient specialist eating disorders service.
Models used
The main models of therapy were Cognitive Behavioural Therapy and Schema 
Focused Cognitive Behavioural Therapy.
Experience gained
Clinical
In order to add to the experience of the first eating disorders placement a more 
structured, focused approach was taken. I worked together with one supervisor on 
improving specific Cognitive Behavioural skills -  such as the structuring and pacing of 
sessions, designing behavioural experiments and the use of imagery rescripting. With 
the second supervisor I worked on more schema focused skills with clients with more 
complex presentations where personality pathology was a significant issue. Clients 
presenting with a range of eating disorder diagnoses were seen for individual 
therapy. One case was conducted jointly with a supervisor.
Teaching and presentations
The Major Research Project (see Research Dossier) was presented to the eating 
disorders research department.
Training
A number of training events were attended including workshops on Dialectical 
Behaviour Therapy, Overcoming Roadblocks in Cognitive Therapy and the annual 
BABCP conference.
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ADULT MENTAL HEALTH CASE REPORT 
The assessment and treatment of Tear of eating out* in a twentv-vear old 
woman: An integrated Cognitive Behavioural and Narrative Approach
Presenting problem
J was a twenty year old student referred for a fear of eating out with others. This 
difficulty was causing J significant distress and was having a marked impact on her 
social life.
Formulation
J’s difficulties were formulated from a cognitive behavioural and a narrative 
perspective. Here the narrative formulation is briefly summarised. It was 
hypothesised that precipitated by an embarrassing experience J developed a 
problem saturated story. In particular, the story was saturated by the effects of fear 
and anxiety. J considered that her life revolved around thinking about having diarrhea 
whilst eating outside the privacy of her own home. J’s reality within this problem story 
evolved a view of herself as abnormal and weak.
Intervention
Cognitive behavioural interventions included the provision of psychoeducation on 
anxiety symptoms and socialization to the cognitive model of panic. Anxious thoughts 
which were exacerbating J’s anxiety symptoms were identified and challenged using 
a combination of verbal reattribution techniques and behavioural experiments. 
Narrative interventions included: externalizing the problem; discovering ‘unique 
outcomes’ (i.e. searching for exceptions to the problem story); eliciting and reinforcing 
strategies to combat anxiety; helping J identify personal qualities that might explain 
her progress; and helping J develop'a future story of how she would continue to fight 
anxiety.
Outcome
J’s belief that anxiety symptoms cause loss of bowel control reduced from 100% to 
2%. She developed positive and adaptive alternatives to the belief ‘other people think 
I’m a freak’ and ‘I am weak and abnormal’. J’s ratings on the Beck Anxiety Inventory 
and the Clinical Outcomes in Routine Evaluation also reduced. Over the course of 
therapy J gradually reduced her avoidance of eating out.
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LEARNING DISABILITIES CASE REPORT
The assessment and management of challenging behaviour in a thirteen-year 
old male with a moderate learning disability: A behavioural approach
Presenting problem
J was a thirteen-year old male referred for verbal and physical aggression. These 
behaviours occurred both at home and at his respite placement.
Assessment
The assessment aimed to a) identify the function of the behaviours and; b) identify 
alternative more functional behaviours. The assessment was conducted in the home 
and the respite environment. Assessment tools used included: the Functional 
Assessment Interview, the Motivational Assessment Scale, the Social Validity 
Questionnaire, video observations and the recording of Antecedents, Behaviours and 
Consequences using structured charts.
Formulation
It was hypothesised that J’s social and communication difficulties hindered his ability 
to develop meaningful social relationships. This in turn, hindered J’s ability to learn 
adaptive ways of controlling upsetting emotions. Therefore, when either: teased by 
his brother; asked to do something he did not want to do; or when J’s brother refused 
to play, J would react with both verbal and physical aggression. J’s behaviour would 
then be reinforced by either: a) his requests being met, b) escaping demands or c) 
experiencing an internal sense of power/satisfaction.
Interventions
Ecological strategies were designed to help J widen his social circle and improve his 
social skills. Social stories and functional communication training were used to help J 
understand the consequences of his behaviour and learn adaptive alternatives. A 
reward system was also developed to reinforce the use of these new behaviours.
Outcome
J’s mother had yet to implement interventions in the home environment. Episodes of 
verbal and physical aggression at the respite center fell from 6 to 10 times per day to 
2 episodes of verbal aggression across a four day stay.
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CHILD AND FAMILY CASE REPORT 
An assessment of the social integration and cognitive abilities of a 6-vear old 
bov.
Presenting problem
C was a 6-year old boy referred to a Child Development Team for an assessment of 
his social integration and cognitive abilities. The referral was precipitated by teacher 
concerns about his behaviour at school.
Assessment
Three hypotheses were developed to explain C’s difficulties: 1) C’s cognitive ability 
was below that demanded by his educational setting; 2) C’s difficulties could be 
explained by social deficits; 3) C’s difficulties could be accounted for by his difficulties 
in expressive language. C was referred to Speech and Language for an assessment 
of hypothesis three. To test the remaining hypotheses, C’s mother was interviewed 
and a cognitive developmental assessment was completed using the McCarthy 
Scales of Children’s Abilities. C was also observed at school and his teacher was 
interviewed using the Gillberg and Gillberg criteria for Aspergers Syndrome.
Outcome
Hypothesis three was supported.
Formulation
C was a twin, he also had 2 other siblings very close in age. It was suggested that 
this may have affected the development of primary attachment relationships, which in 
turn hindered his social development. In addition, C’s social immaturities may have 
been compensated for by his twin (a more outgoing, sociable child), further hindering 
C’s social development. It is likely that C’s social deficits were compounded by 
expressive language difficulties.
Recommendations
Specific recommendations were made to help C focus on academic tasks, and 
reduce his reliance on teaching support. Further interventions such as the use social 
stories were suggested to foster C’s social development. Information regarding 
outcome was not possible at the time of the report.
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SPECIALIST EATING DISORDERS
The treatment of a 22-year old woman with anorexia nervosa using schema- 
focused cognitive behavioural therapy.
Presenting problem
Kate had a 4 year history of Anorexia Nervosa. Lack of progress in generic services 
precipitated the referral to specialist services.
Formulation
Kate experienced an emotionally depriving childhood. She was also emotionally and 
physically bullied by her older sister. It was hypothesised that this led Kate to develop 
a defectiveness core belief. Kate described this belief with the statements Tm 
useless’ and Tm a bad person’. When this belief was triggered (e.g. when having to 
make an independent decision) Kate experienced feelings of guilt and anxiety. In 
order to try to stop the belief being triggered Kate developed a number of 
compensatory strategies. These included: setting herself unrelenting standards with 
regards to work and with regards to her body, always doing things for others and 
avoiding intimate relationships (so others did not find out about her defectiveness). 
These strategies reduced the feelings of guilt and anxiety in the short-term but in the 
long term reinforced the defectiveness belief.
Interventions
Engaging Kate in a collaborative, trusting and non-judgmental therapeutic 
relationship was a fundamental component of therapy. Kate’s defectiveness belief 
was then challenged using historical reviews. Imagery techniques were also used to 
help Kate attribute adverse childhood experiences to external factors. In addition, 
alternative positive core beliefs were developed.
Outcome
Kate’s ratings on how much she believed a number distorted food, weight and shape 
cognitions reduced markedly. Kate also reported that when childhood memories were 
triggered she experienced sadness, whereas previously she had experienced guilt. 
Kate’s scores on the BAI and BDI also reduced into the non-clinical ranges. At the 
end of the placement Kate was referred for ongoing therapeutic work to continue with 
the cognitive, affective and behavioural change.
Clinical Dossier: Case report summaries
OLDER ADULTS 
The assessment and treatment of fear of falling in a seventy-one year old 
female: A cognitive behavioural approach.
Presenting problem
Miss Caron was referred by her GP to a Primary Care Rehabilitation Service for older 
adults with physical health problems. The GP cited a four-year history of worsening 
unsteadiness and fear of falling as the reason for the referral.
Formulation
It was hypothesised that a previous traumatic fall precipitated the development of a 
viscious cycle of fear of falling. To explain, when considering moving from one place 
to another, Miss Caron experienced negative thoughts such as Tm going to fall and 
lose my independence’. Miss Caron also selectively attended to her body causing her 
to exaggerate the degree to which anxiety symptoms were interpreted as evidence of 
instability. In order to reduce the risk of falling, Miss Caron engaged in a number of 
safety behaviours (such as furniture walking). She also avoided activities she 
perceived as ‘too risky’. The safety behaviours and avoidance were interpreted as 
protecting Miss Caron from further falls. However, these strategies meant that Miss 
Caron was not able to find out that she could walk unaided, and she could engage in 
a number of activities without falling. In addition, the safety behaviours and avoidance 
weakened her physical strength placing her at a greater risk of falling.
Interventions
The first phase of therapy focused on orienting Miss Caron to a psychological 
explanation of her difficulties. This was vital to challenging Miss Caron’s beliefs about 
receiving psychological help. Interventions then included: eliciting past coping 
strategies; fostering the use of positive self-talk; encouraging the dropping of safety 
behaviours; and encouraging graded exposure to avoided activities. A relapse 
prevention plan was also constructed.
Outcome
Miss Caron reduced her avoidance of activities considerably. Miss Caron’s scores on 
the service fear of falling questionnaire and the BAI had reduced markedly and were 
no longer in the clinical range.
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Clients’ reasons for early withdrawal from 
therapy: Are they less satisfied?
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1. ABSTRACT
Premature attrition from therapy can have damaging implications for client, therapist 
and service (Tweed & Salter, 2000). The study reported here took place in an 
outpatient psychology service in which sixty participants (10% of all clients 
discharged in the year 2000), dropped out of therapy prior to the fourth session. With 
the long-term aim of reducing early attrition, clients’ reasons for early dropout were 
investigated using a postal survey and telephone interview.
Satisfaction was also assessed in the dropout survey. The service currently sends a 
satisfaction questionnaire to every client who sees a psychologist. However, if 
dropouts are not only less likely to respond to the satisfaction questionnaire (Blake, 
2000), but are also less satisfied, a gap in the current consumer feedback loop would 
exist. To explore this hypothesis, respondents to the drop out study were compared 
to those who completed therapy and returned the service satisfaction questionnaire.
A low response rate to the dropout survey was achieved (26.6%), which clearly 
limited generalisation to the target population and the transferability of the study. 
Nevertheless, the data gathered was informative and suggestions for reducing early 
dropout such as the provision of flexible session times were obtained. Satisfaction 
comparisons revealed that early dropouts were significantly less satisfied that those 
who completed therapy.
The implications of the findings are discussed in the context of the methodological 
shortcomings of the approach. Recommendations are suggested both for the service 
and for future research using refined methodology.
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2. INTRODUCTION
The length of Primary Care and Community Mental Health Team waiting lists reflects 
a high demand for services and insufficient resources to meet local needs (Fox & 
Skinner, 1997). However many clients do not attend (DNA) or cancel attendance 
(CNA) early in the therapy process. Considering non-attendance wastes both time 
and resources, and reasons are rarely given, identifying why clients fail to attend is 
fundamental; without this information it would not be possible to identify ways in 
which services can change to reduce the frequency of early attrition.
Non-attendance is a significant problem for British Clinical Psychology services. For 
example, Henry, Ball and Williams (1998) quote non-attendance rates of between 10 
and 50%. These figures incorporate the spectrum of dropouts from those who attend 
one session to those who drop out prior to the last session. However, the literature 
suggests different factors are important at different stages (Fiester, Mahrer,
Giambra, & Ormiston, 1974; Trepka, 1986). For example, Trepka (1986) found that 
early dropouts were less likely to have benefited from their contact with the 
psychologist. If this distinction is correct the implications of early dropout are 
problematic; if the client has not received the treatment that he or she is considered 
to need, the possibility of relapse or worsening difficulties is increased (Larson, 
Nguyen, Green & Attkisson, 1983).
Early dropout can therefore have damaging implications for the client, however it is 
also important to recognise the implications for the service. DNA’s and CNA’s result 
in inefficient use of professionals’ time; produce extra administration tasks; and 
lengthen waiting lists (Keen, Blakey & Peaker 1996; Larson et al., 1983; Turner & 
Cook, 1991). The literature also suggests that early termination’s can negatively 
affect therapists (Tweed & Salter, 2000). Therapists have been reported to question 
their effectiveness, and can experience frustration, anger and disappointment for 
months after clients have terminated therapy (Hill, Nutt-Williams, Heaton, Thompson 
& Rhodes 1996; Hughes, 1995; Startup, 1994; Tweed & Salter, 2000; VanDenburg & 
Van Denburg, 1992). Although Mooney and Johnson (1992) noted that two out of 
three dropouts might feel that their needs have actually been met and be satisfied 
with the service, the therapist is often unable to distinguish these dropouts from 
those who found the service unhelpful. If reasons for early dropout are not specific to
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the therapist this knowledge may relieve the negative affect experienced by ‘not 
knowing’.
2.1 What factors influence non-attendance?
Research has tended to focus on the demographic correlates of non-attendance 
(e.g., Trepka 1986). Although there is no strong agreement around which variables 
these are, those identified have included: age; previous psychiatric contact; gender; 
social class; professional qualifications; source of referral; stability of employment; 
specificity of the problem; waiting time; and religious affiliation. (Carpenter, Morrow, 
Del Gaudio & Ritzier, 1981; Deane, 1991 cited in Henry, Ball & Williams, 1998; 
Gruenbaum, et al., 1996 cited in Ruest, Thomlinson & Lattie, 1999; Hershorn, 1993; 
Nicholson, 1994; Pekarik, 1992; Trepka, 1986). However, many of these do not carry 
practical implications for reducing non-attendance rates. Arguably a more productive 
approach is to identify potentially modifiable aspects of the referral and therapy 
process. For example:
Expectations
Dissatisfaction has been found to occur when the service fails to meet client’s pre­
conceived expectations (Oliver, 1979 cited in Stallard, 1996). However, if clients have 
either low expectations, little knowledge about a service and/or no standards against 
which to assess its quality, dissatisfaction is less likely to occur (Canter, 1989).
Practical limitations
Ruest, et al. (1999) interviewed patients who failed to attend initial appointments at a 
behavioural health clinic. Their sample frequently cited (amongst others) practical 
limitations including financial, transportation, illness, and scheduling conflicts.
Client/therapist relationship
Most theories of treatment consider the relationship between patient and therapist to 
be important, therefore it is not surprising that its importance in maintaining 
attendance is well documented (e.g., Corrigan, 1990; Hansson, 1989; Mooney & 
Johnson 1992; Stallard, 1994).
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Satisfaction
A separate body of research has identified a strong association between satisfaction 
and drop out (e.g., Atkissen & Zwick, 1982; Stallard, 1995). Clearly treatment cannot 
occur unless the client is satisfied with, and attends treatment sessions (Lebow, 
1982).
The study reported here took place in an outpatient psychology service serving two 
nearby towns within a semi-rural setting. At the time, the department was sending a 
service satisfaction questionnaire to all clients who see a psychologist. However, 
initial investigations indicated that those who drop out were less likely to respond to 
the satisfaction questionnaire (Blake, 2000). Furthermore, evidence in the literature 
suggests a ‘halo effect’ is prominent in satisfaction research whereby those who 
respond to satisfaction questionnaires are more likely to be those who are satisfied, 
(Fitzpatrick, 1991; Lebow, 1982,1983; Stallard, 1995). If those who drop out are not 
only less likely to respond to the satisfaction questionnaire but are also less satisfied, 
potentially important information is not being obtained.
This study provided an opportunity to counter traditional research tendencies by 
actively obtaining the views of those clients least expected to be satisfied with the 
service. By contacting those clients who drop out early in the therapy process it was 
possible not only to discover their reasons for early dropout, but also to determine if 
they were less satisfied that those who completed therapy and returned the service 
satisfaction questionnaire.
2.2 Choosing the optimal method of data collection
The trade-off between costs on the one hand, and response rates, non-response 
bias, and data quality on the other, is a continuing issue of debate in the choice of a 
survey methodology. Telephone interviews have been used successfully in similar 
research (Pekarik, 1992; Ruest et al., 1999), have been shown to be reliable for 
collecting data on psychiatric outcomes (Revicki et al., 1997), and have been used 
for measuring satisfaction (Yarnold, Michelson, Thompson & Adams, 1998). Fournier 
and Kovess (1993) emphasise that telephone interviews have markedly lower costs 
and that their response rates are generally comparable to and at times better than 
those achieved with face to face interviews. In addition, studies focusing on the 
quality of the data gathered find very little difference between the two methods
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(Aneshensel et al., 1983 cited in McHorney, Kosinski & Ware, 1994; Simon et al., 
1974 cited in Fournier & Kovess, 1994). In conjunction with practical, time and 
response rate limitations the use of telephone interviews was indicated as preferable 
to face to face interviews. However, the quality of data obtained in mail surveys is 
often considered to be superior to that obtained in telephone and face to face 
interviews (Fourneir& Kovess, 1993; McHorney, et al., 1994). In particular, the 
telephone method allows respondents less time to think about their answers and can 
lead to censoring of responses if participants fear others overhearing. The primary 
drawback with mail questionnaires however is that response rates are generally poor 
(Young, Nicholson & Davis, 1995). In comparing response rates in numerous 
telephone and mail surveys, Dillman (1978) found mail survey response rates to be 
17% lower than the average rate for telephone surveys. An alternative strategy was 
to combine mail and telephone methods. Previous research has found this to yield a 
substantially higher response rate than a mail or telephone survey alone, (Brambilla 
& McKinlay 1987; McHorney et al., 1994; Siemiatycki & Campbell, 1984).
To summarise, considering the elusive nature of the target population as well as the 
need to cause minimal distress to participants, it was felt that combining contact by 
post and telephone would be the optimal method of data collection.
2.3 Summary of research questions.
1. Why do some clients not return?
2. Is there something the service is doing wrong?
3. Are there groups who are at present falling through the gaps in service provision 
and are being forced to drop out of therapy prematurely (e.g. single mothers, 
those working office hours)?
4. Is there anything that the service can do to reduce the frequency of early 
attrition?
5. Are early dropouts less satisfied than those who complete therapy?
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3. METHOD
3.1 Design
The study incorporated a survey methodology with between group comparisons. A 
mixed method mode of collecting data was used.
3.2 Participants
All clients discharged in the year 2000 who dropped out following one to three 
appointments with a psychologist were included (n=60). Dropout was defined as any 
client who declined the therapy that was offered, or who failed to attend an 
appointment. Satisfaction data was also obtained from the service for all clients who 
had completed therapy and returned the service satisfaction questionnaire in the year 
2000.
3.3 Materials
A semi-structured postal and telephone interview schedule was constructed to 
assess reasons for non-attendance and satisfaction with the service (see Appendix 
1). The questionnaire covered the following areas: reasons for premature 
termination; clients overall experience of therapy; expectations; client/therapist 
relationship; motivation need and readiness for therapy; and practical difficulties. 
Open-ended questions (such as ‘why did you decide not to attend any further 
appointments?’), which aim to build in as few assumptions as possible were used to 
elicit more subtle views (Goodwin, Holmes, Newnes & Waltho, 1999). Specific 
questions (such as ‘do you think you needed therapy?’ or ‘did you have any practical 
difficulties getting to your appointments?’) were then used to facilitate the reporting of 
criticism (Jones, Leneman & Maclean, 1987). Questions from the service satisfaction 
questionnaire were added to the end of the survey to permit the satisfaction 
comparison. Five-point likert scales were used to assess overall satisfaction and 
satisfaction with aspects of the therapeutic relationship. Yes/No responses were 
required for ‘would you recommend a friend to the department?’ and ‘would you 
come back if you needed more help?’
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To reduce the likelihood of social desirability response bias inhibiting expression of 
dissatisfaction, participants were assured of the confidentiality of their responses 
(Kalman, 1983).
3.4 Procedure
Ethical approval was obtained from the trust Research and Development Committee 
(see Appendix 2). The trust Ethics Committee considered that the project was audit 
and a full application was not necessary (see Appendix 3). A pilot of the mail survey 
was given to five individuals within the department and administered by the principal 
investigator to three participants over the telephone. Pilot testing indicated that 
participants could readily understand and respond to the questions so that revisions 
were not necessary. Those participants who took part in the telephone pilot were 
therefore included in the final sample.
Participants were contacted initially by post. The purpose of the study, the reasons 
for contact and the alternative of taking part over the telephone were clearly 
explained in the covering letter (Appendix 4). A consent form (Appendix 5) and a 
stamped addressed envelope were enclosed for participants to sign and return to the 
department if they chose to take part.
Those who failed to return the questionnaire by post were telephoned two weeks 
later. When someone other than the participant answered the call the purpose of the 
call was withheld until contact with the participant was established. After eight 
unsuccessful attempts respondents who could not be contacted by telephone were 
subsequently sent a second mailing of the questionnaire a strategy consistently 
found to increase response rates (Dillman, 1978).
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4. RESULTS
4.1 Response characteristics
Of the 60 participants 13, (21.6%) completed and returned the questionnaire by post. 
Of these 6 responded to the first mailing and 7 to the second mailing. 18 (30%) of 
participants were contacted by telephone, of these 9 (50%) refused to take part, 6 
(33.3%) said they would return the questionnaire by post (of whom 4 did so after the 
second mailing) and 3 (16.6%) agreed to the telephone interview. The overall 
response rate was therefore 26.6%.
Table 1 details the reasons some participants were unable to be contacted or were 
not contacted by telephone.
Table 1 Reasons not contacted by telephone
Reason not contacted by telephone Number of 
participants
Moved 9
Number not in use 15
Never in 9
Responded by post to first mailing 6
Number not available in file 3
Table 2 below details descriptive statistics for responders to the dropout study, non­
responders and the satisfaction comparison group (‘completers’).
Table 2. Descriptive statistics
Responders Non-responders Completers
Sex N (%)
Male
Female
2(12.5) 
14 (87.5)
20 (44.4) 
25 (55.6)
6 (27.3) 
16(72.7)
Service N (%) 
CMHT 
Primary care
0(0)
16(100)
8(17.8) 
37 (82.2)
3(13.6)
19(86.4)
Age (years) 
mean (s.d.)
38.8 (14.1) 32.4 (9.6) 36.5 (10.2)
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Statistical analysis
Comparisons for categorical variables were conducted using the Chi2 test. It was not 
possible to conduct group comparisons using parametric tests because the 
distributional assumptions were not fulfilled and levels of measurement failed to 
reach interval criteria. Therefore group comparisons were conducted using the non- 
parametric equivalent, namely the Mann Whitney U Test.
Representativeness of participants in the drop out study
Respondents did not differ significantly from non-respondents on the key variables of 
sex (Chi2 (1,61) =5.22, 2= 0.22), service (Fischer’s Exact Test, 2= 0.97) and age 
(U=276.5, z=-1.37, 2= 0.17) therefore supporting the representativeness of the 
sample.
Drop-out participants versus ‘completers’ - sample characteristics 
It was not possible to match dropout respondents and ‘completers’ for age, sex and 
service. To rule out the effect of these possible-confounding factors the two groups 
were compared on these variables. Dropouts did not differ significantly from 
‘completers’ on sex, (Chi2 (1,38) =1.22, 2= 0.43), service (Chi2 (1,38) =2.37, 2=0.25), 
and age (U=170, z=-0.18, 2= 0.86).
It was not possible to conduct a Chi-square analysis for diagnosis due to the small 
number of participants falling in each diagnostic category. Therefore descriptive 
statistics for diagnosis are presented in Table 3 overleaf.
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4.2 Satisfaction results
A reliability analysis of the satisfaction questions was conducted and the reliability 
was found to be good (Cronbach’s alpha 0.83). Therefore computation of an overall 
satisfaction variable was justified.
Results of the satisfaction comparisons are detailed in Table 4 below.
Table 4. Satisfaction comparisons between drop-outs and ‘completers’
Satisfaction question Drop-outs 
mean (s.d)
Completers 
mean (s.d)
Mann Whitney U £-
value
Overall (summed) 
satisfaction variable
12.8 (4.3) 16.0(1.2) U=98.5 z=-2.320 0.02
Q1. Overall how satisfied 
are you with the service 
you received from our 
department?
2.8 (1.1) 3.6 (0.6) U=91.0 z=-2.75 0.01
Q2. Did therapy help you to 
sort out your 
problems/symptoms?
1.5 (1.2) 3.0 (0.5) U=50.0 z=-4.05 0.00
Q3. Do you feel your 
psychologist understood 
you?
2.4 (1.0) 3.6 (0.5) U=54.0 z=-3.86 0.00
Q4. Do you feel your 
psychologist respected 
you?
3.1 (1.4) 3.7 (0.5) U=138.0 z=-1.35 0.18
Q5. Would you recommend 
a friend to the department?
1.3 (1.0) 2.0 (0.0) Chi2 (2,38) = 
9.79
0.01
Q6. Would you come back 
if you needed more help?
1.6 (0.7) 2.0 (0.0) Chi2 (2,38) = 
0.46
0.05
‘Completers’ satisfaction was significantly higher than the dropout group on the 
overall (summed) satisfaction variable. Significance tests were conducted for each 
question individually to enable a more detailed examination of the diverse factors 
involved in making up the overall satisfaction variable. The ‘completers’ rated each 
question significantly higher than the dropout group with the exception of Question 4.
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4.3 Qualitative data
Qualitative data was analysed using content analysis. Themes reflected in the data 
were created through both consideration of the literature and familiarity with the data, 
(recommended by Day, 1993). Once responses were categorised according to 
themes, a sample of the data (specifically client’s reasons for dropping out of 
therapy) was re-analysed by an independent rater. Inter-rater reliability was 
calculated using Cohen’s Kappa (Fleiss, 1981). According to Fleiss (1981), kappa 
coefficients greater than 0.75 represent excellent'agreement. A Cohen’s Kappa of 
0.91 was calculated.
Reasons for premature termination
The themes identified and examples representing them are illustrated in Table 5 
below.
Table 5. Client’s reasons for non-attendance
Theme identified Number of 
participants 
identifying 
theme
Examples
Therapy no longer 
necessary
3 “1 had dealt with everything 1 could and 
was in a position to deal with issues 
and overcome problems alone and 
move forward”
Predicted a poor 
outcome/therapy wasn’t 
helping
7 “1 knew it was not going to be helpful”
Personal distress related 
to therapy
3 “Because in a way talking about my 
problems made me feel very 
depressed”
Therapist characteristics 3 “Because 1 had no confidence in the 
person 1 was talking to”
Practical difficulties 
getting to appointments
2 “Purely conflict with my work and fact 
that 1 could not be accommodated in 
surgery times”
Not ready for therapy 2 “At the time 1 was not ready to get 
well”
Other 4 “...my doctor unknowingly made me 
realise 1 was too dependant on her 
and X”
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Expectations
Analyses of client’s expectations are detailed in Table 6 below.
Table 6. ‘What did you expect from your appointment with the psychologist?’
Theme identified Number of 
participants 
identifying 
theme
Examples
Generic statement about 
getting help or reducing 
problems
5 “someone who could help me get out 
of the need to check all the time”
Aspects of the 
therapeutic relationship
3 “help, understanding, sympathy, 
comfort”
Interventions 3 “cognitive therapy”
To gain an explanation of 
why experiencing 
problems
2 “to find root cause of various issues”
More than was delivered 2 “more, personally I hate the ‘I 
understand’ approach”
Didn’t know 5 “didn’t really know what to expect”
Other 1 “expected to give background 
information”
Participants were asked whether the appointment was different or similar to how they
expected (Table 7). The reasons given for the client’s opinions are divided into 
themes in Table 8.
Table 7. ‘Did vou find that the appointment was auite different, or similar to how vou
expected?’
Response Number of participants giving 
response
Different 5
Similar 9
Don’t know 2
No response 2
given
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Table 8. ‘How was the appointment different/similar?’
Different/
Similar
Theme Number of 
participants 
identifying 
theme
Examples
Similar Therapist
characteristics
3 “empathy”
Content 7 “sat talked”
Other 1 “it was similar because it was in the 
same room”
Different Therapist
characteristics
3 “I didn’t expect it to be so 
patronising”
Other 2 “I at least expected the room to be 
clean, tidy and welcoming. The dead 
leaves from some pot plants were 
piled up under it and I was frankly 
appalled at the lack of cleanliness. 
One usually cleans up before a 
guest arrives. I thought this a little 
disrespectful.”
Client/therapist relationship
The results from the Client/therapist relationship questions are shown below in Table 
9a, 9b and 9c below. The themes extracted from the comments are analysed in 
Table 10.
Table 9a Client/therapist relationship
Question How comfortable did you feel with your psychologist?
Response Very Fairly Not very Not able to
categorise
Number of 7 7 1 1
participants
Table 9b Client/therapist relationship
Question Did you feel your psychologist understood you?________________
Response Completely Quite a lot Uncertain Not much Not at all
Number of 2 6 6 1 1
participants________________________________________________________
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Table 9c Client/therapist relationship
Question Did you feel your psychologist respected you?
Response Completely Quite a lot Uncertain Not much Not at all
Number of 9 4 1 0 2
participants
Table 10. Comments regarding client therapist relationship
Themes Sub-categories Number of 
participants
Examples
Positive Therapist 7 “X often quietly listened to me
judgement action/abilities -  with constant reassurance 
and offered solutions to my 
problems -  ideas to try out.”
Therapist
personal
characteristics
14 “She was very relaxed and 
friendly”
Negative Therapist 2 “..she was also just a trainee
judgement action/abilities (no disrespect intended, we’ve 
all got to learn) but it made me 
feel I wasn’t worth a qualified 
therapist”
Therapist
personal
characteristics
3 “it was just his manner”
Other 1 “would have preferred a 
woman therapist”
Note: One client did not give a comment regarding the therapeutic relationship
Motivation, need and readiness for therapy
Results for the questions assessing motivation, need and readiness for therapy are 
detailed in Table 11a,11band 11c below.
Table 11a. Motivation, need and readiness for therapy
‘Whose idea was it that you should come to your
appointments?’__________________________
Response Number of participants
Doctor 6
Doctor and own 4
Own 4
Councillor 1
Husband 1
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Table 11b. Motivation, need and readiness for therapy
‘Did you think you needed therapy?’______________
Response Number of participants
No 2
Yes 13
Possibly_______1____________________________
Table 11b. Motivation, need and readiness for therapy
‘Did you think you were ready for therapy?’ 
Response Number of participants 
Yes 13
No 3
Practical difficulties
The number of participants who cited practical difficulties around attending 
appointments and the particular difficulties experienced are detailed below in Table 
12a and b.
Table 12a. Practical difficulties
Practical difficulties experienced Number of participants
Yes 8
Not at the time but would be currently 2
No 6
Table 12a. Practical difficulties
Specific difficulties highlighted________ Number of participants
Work 6
Transport 1
Not stated 1
Client’s suggestions
The themes extracted and examples of suggestions given are detailed below in 
Table 13.
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Table 13. Suggestions for improvement
Theme Number of 
participants
Examples
Flexible session time 7 “Later appointments or Saturdays”
Waiting list shorter 3 “Shorter waiting lists to be seen”
Therapist action 2 “I did hate that question ‘what do you 
hope to gain by this?’ again, isn’t it 
obvious? Help, help and Help!”
Transport 1 “Transport”
Location 1 “Allowing patients to use service out of 
area where they are a resident -  i.e. 
where they work if not local to their home”
Other 2 “I would like to have met people with the 
same problem I have to cope with”
Did not think there was 4
anything the service 
could do differently
Analysis of client’s comments when asked about their experience of therapy is 
presented in Table 14 below.
Table 14. Clients experience of therapy
Theme Number of 
participants
Examples
Generic negative 
statement
12 “Last resort, pay taxes and N.I. but can’t 
benefit even when I need medical 
treatment!!”
Generic positive 
statement
10 “Helped me look at patterns and 
understand where problems and issues 
were arising, so I could deal with them and 
overcome them”.
Neutral statement 4 “It was okay”
Further examples of the qualitative data obtained are presented in Appendix 6.
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5. DISCUSSION
The purpose of the study was twofold; firstly, therapists working in the psychology 
service were keen to know the views of those who drop out early in the 
assessment/therapy process. Secondly, to establish the validity of the current 
consumer feedback system the satisfaction of those who had completed therapy was 
compared to those who dropped out early.
Multiple reasons were given for dropping out and participant’s often cited more than 
one reason. Responses that reflect positively on the service were those that fell into 
the theme ‘therapy was no longer necessary’. This implies that early dropout in these 
cases was actually a desirable outcome for those involved. In addition, many positive 
comments were made regarding therapist characteristics and four respondents did 
not think there was anything the service could do differently.
Regarding the more negative reasons for dropping out, predicting a poor outcome 
was cited frequently. Practical difficulties were also commonly adhered to with the 
most common difficulty being clashes with working day schedules. In addition, five 
respondents expressed that they ‘did not know what to expect’ highlighting some 
confusion around what seeing a therapist might involve.
The findings provide numerous implications for the service. The absence of therapy 
provision outside typical working hours appeared to be most likely to be causing a 
current gap in service provision. Feedback to service managers regarding the 
provision of flexible session times is clearly justified. Regarding expectations about 
therapy, the service currently provides a leaflet on request entitled ‘What to expect 
when you see a psychologist’. To minimise any confusion the leaflet could be sent 
with all initial appointment letters.
Overall, for many of the negative comments made one could question whether 
clients were given the opportunity to voice their views or concerns. A 
recommendation to therapists to ensure that clients are frequently given the 
opportunity to give feedback on their experience of therapy is clearly warranted. 
Furthermore, it is important to note that the less common reasons for dropping out 
and all suggestions made contain important information to be fed back to the
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service. Awareness of reasons for early dropout irrespective of how individualised 
they might be is informative.
The findings presented here also have implications for future research design. It is 
clear that the combination of open and closed questions maximised the quality of the 
data obtained. For example, by asking more specific questions about the 
client/therapist relationship, practical difficulties and expectations, respondents 
proceeded to make negative judgements that inform the service about potential 
improvements. In addition, the findings highlighted the need to include in any future 
dropout research the question ‘was the client given the opportunity to voice any 
concerns or difficulties they were having, and if so what happened?’ The continued 
absence of this question would mean that potentially useful information would not be 
obtained.
With regards to the second purpose of the study ‘completers’ were significantly more 
satisfied than the early dropout group. Considering dropouts have been found to be 
less likely to respond to the service satisfaction questionnaire (Blake, 2000) and 
dissatisfaction rather than satisfaction is regarded as being more informative (Carr- 
Hill, 1992), a gap in the current feedback loop was established. The implications for 
the service are clear; a revised system of consumer feedback is necessary.
However, the elusive nature of dropouts remains a significant problem and is 
highlighted in the response rate achieved in this study. Nevertheless, as 
demonstrated here, even with a low response rate, insight into the early dropout 
phenomena and suggestions for improvement can be obtained. One suggestion for 
revising the current system would be to repeat the dropout survey (including the 
question highlighted above) on an annual or biannual basis. This would also highlight 
whether any changes made, go on to affect reasons for, or rate of dropping out. The 
reliability analysis conducted provides support for continuing to use the current 
satisfaction questions.
The findings presented here must be considered in the context of the limitations of 
the study. The low response rate achieved questions the representativeness of the 
population targeted and the transferability of the study. Although respondents did not 
differ from non-respondents on the demographic variables of sex, age and service it 
is well documented that low response rates give rise to selection bias and jeopardise
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conclusions (Stallard, 1996). Nevertheless, it is important to note that a small sample 
size does not necessarily mean that findings are not valid and useful (Bowen, 1994).
A dual strategy of obtaining data was utilised in an attempt to maximise the response 
rate. This aim was not fulfilled. The mail method yielded a higher response rate than 
the telephone method suggesting that respondents were more comfortable with the 
postal survey. It is possible that telephone interviewees may have been more likely to 
refuse because of the threat that nearby family members or cohabitants might 
overhear. Overall, a number of problems were encountered with the use of 
telephone interviews. Besides the amount of telephone numbers no longer in use the 
interviewer experienced considerable difficulty catching participants at home. 
Furthermore, when someone other than the potential participant answered the 
telephone, withholding the interviewers’ identification and the purpose of the call 
often proved troublesome. It is not possible to predict what response rates could 
have been achieved had different strategies been used. However, the potential gain 
of using telephone interviews in this study is doubtful.
With regards to the design of the questionnaire itself a possible effect of social 
desirability bias cannot be ruled out. Although strategies were employed specifically 
to minimise social desirability bias, no independent measure of social desirability was 
utilised. In addition, it is important to note that the longer the lapse between the last 
appointment and the time of audit the greater the probability of recall bias (Carr-Hill, 
1992). The only way of avoiding this problem would be to consider routinely sending 
a dropout questionnaire to all clients who drop out of therapy. This strategy would 
also avoid the problem encountered in this study where clients had moved or 
changed telephone number.
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6. CONCLUSIONS
The findings are clearly limited by the low response rate, nevertheless the study 
succeeded in providing feedback specific to the service and in suggesting possible 
improvements to reduce early dropout. The satisfaction comparisons established a 
gap in the current feedback loop and highlighted the need to actively follow up early 
dropouts. The findings of the study and suggestions made will be formally presented 
to the service at a later date and any changes will be recommended for monitoring 
on a regular basis. The implications for future research into early drop out should be 
noted and incorporated into future research design. A summary of the implications 
for both the service and for future research is presented in Appendix 7.
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APPENDIX 1 - Postal and telephone interview
Client satisfaction and reasons for early withdrawal from Psychology Service
We value your views of our service positive and negative so please take your time in 
filling out this questionnaire. Your participation is entirely voluntary, and information 
given by you will be kept completely confidential, so please be as honest as possible 
in your responses.
• Can you remember your meeting/s with the psychologist?
• If yes -  can you tell me about it?
• If no -  can you just tell me anything you do remember about it?
• Why did you decide not to attend any further appointments?
Expectations
• Why did you expect from your appointment from the psychologist?
• Did you find that the appointment was quite different, or similar to how you 
expected?
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• How was the appointment different/similar?
Therapist factors
• How comfortable did you feel with your therapist?
• Why was that?
• Was there anything they did which contributed to you feeling this way?
• Do you think there was anything they could have done differently?
Personal factors
• Whose idea was it that you should come to your appointment/s?
• Did you think you needed therapy?
Did you think you were ready for therapy?
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Practical considerations
• Did you have any practical difficulties getting to appointments?
• Was the timing of appointments a problem for you?
• Is there anything that we could have done to make things easier?
• Can you think of any other reasons which made you decide not to come back?
Satisfaction
Please circle on the following scales the point which you feel best describes your 
opinions.
• Overall how satisfied are you with the service that you received from our 
department? Would you describe yourself as:
very satisfied satisfied uncertain dissatisfied very satisfied
• For the short time you were here did therapy help you to sort out your problems or 
symptoms?
completely pretty much uncertain not really not at all
• How would you describe your experience of the therapy you received?
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• Do you feel your psychologist understood you?
completely quite a lot uncertain not much not at all
• Do you feel your psychologist respected you?
completely quite a lot uncertain not much not at all
• Would you come back if you needed more help?
Yes No
• Do you have any suggestions to enable our service to suit you better?
• Do you have any other comments?
Thank you very much for your time. Please return the questionnaire and consent form 
in the stamped addressed envelope provided.
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Dear A le x ,
R e: C lie n t s a tis fa c tio n  and  reasons fo r  d ro p p in g  o u t o f  p r im a ry  care  and  
C M H T  p sych o lo g y
Thank you  fo r  yo u r le tte r exp la in ing  fu rth e r you r research pro ject. I ’m  w r it in g  to  le t 
you kn o w  that the trus t research steering group has agreed that yo u r s tudy can go 
ahead.
I  have made suggestions on your le tte r to  poten tia l partic ipants, w h ich  you  m ay w is h  
to revise. I  w o u ld  also advise you to  read the ethics com m ittee gu ide lines on d ra ftin g  
patien t in fo rm a tio n  sheets, w h ich  yo u  w i l l  f in d  in  the research resource pack.
The com m ittee  has advised that need the approval o f  the re levant ethics com m ittee. I 
am sending to  the eth ics com m ittee, as a p re lim in a ry  measure, yo u r le tte r to  us; o u r 
feedback sheet and the questionnaire so that they can decide i f  they  w ish  you  to 
subm it fu l ly  to  them . I have a fee ling  they m ay see th is  as aud it a c tiv ity  ra ther than 
research.
Y ours S incere ly ,
, R & D  co-ord ina to r
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D ear M s  F arley
C lie n t sa tis fa c tio n  and  reasons fo r  d ro p p in g  o u t o f  p r im a ry  ca re  and  C M H T  psych o lo g y
Thank you fo r  yo u r question regard ing w he ther th is  satisfaction survey is research o r  audit. I  
am happy tha t i t  is audit. A s  I  explained to  you when you telephoned, even i f  we considered 
i t  to  be research, ou r m ain concerns w ith  th is  type  o f  study w ou ld  be co n fid e n tia lity  and 
m aking  absolute ly sure that the patient is tru ly  vo lun tee ring  to  take part and is not fo rced  to  
take part. I  th in k  that you r method o f  approach meets those requirem ents. H ow ever, I  feel 
the w ord ing , in  pa rticu la r where you say that i f  you  do not get a rep ly  you  w i l l  te lephone 
them  in  any case, is no t appropriate. I  have discussed th is  w ith  B eve rley  M eeson and she 
te lls  me that she had already p icked th is  up and that you are re -w ritin g  it.
In  short then I  th in k  th is  represent audit and it  does not need to  be subm itted to  the Research 
E th ics C om m ittee  and I  can see i t  causing no eth ica l prob lem s in  any case as long as the 
issues that I  have m entioned above are addressed.
Y ou rs  sincerely
D r  B S c M B B S F R C P a th
C hairm an - Chichester Research E th ics C om m ittee
f
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APPENDIX 4 -  Covering letter
As part of an ongoing process of monitoring and improving the psychology service, 
the department finds it very valuable to obtain peoples views and opinions on their 
experience. Without feedback it is very difficult to make positive and important 
changes. Therefore you have been selected to take part in a study to help the service 
understand your experience of therapy and act on any suggestions you might have 
for improvements.
How?
If you choose to take part I would be grateful if you could complete the attached 
questionnaire about your experience of therapy, your satisfaction with the service and 
your reasons for deciding not to come back. Alternatively it may be more convenient 
for you to take part by answering the same questions over the telephone. Therefore I 
will be calling you within the next 2 weeks to check if you would like a short telephone 
interview. If you are willing to participate it will take approximately 10 minutes.
Why you?
I am contacting everyone who came to see a psychologist last year and decided not 
to come back. So that we can improve the service we are hoping to find out some of 
the reasons people don’t come back. However participation is voluntary, should you 
chose not to return the questionnaire you will be given another opportunity at the 
beginning of the call to choose not to take part.
Who will see your responses?
Only I will see your responses, they will be kept completely confidential, your name 
will not be on them and they will be kept separate from your file.
What will happen to the results?
Everyone’s responses will be summarised and presented to the service so that 
improvements can be made.
Will it affect any future contact with the service?
Taking part will in no way effect any future contact with the service, there will be no 
record of you taking part in your file. However, we do hope that obtaining peoples 
views will enable improvement of the service for everyone in the future.
I would be grateful if you could read and return the attached consent form in the 
stamped addressed envelope provided. The consent form has your name on it so I 
can keep track of those who have given consent. However should you choose to 
complete the questionnaire by post your responses will be separated from the 
consent form so confidentiality can be maintained.
Thanking you in advance for your time 
Yours sincerely
RESEARCHER’S NAME
Trainee Clinical Psychologist
Enc: Consent form, pre-paid envelope
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APPENDIX 5
Consent form
Title of Project:
Client satisfaction and reasons for early withdrawal from Psychology
Service.
• I confirm that I have read and understand the information sheet dated 14th 
March 2001 for the above study.
• I understand that my participation is voluntary and that I am free to withdraw 
at any time, without giving any reason.
• I understand that taking part or withdrawing will have no effect on any future 
treatment I might seek.
• I understand that all documentation held on a volunteer in connection with the 
study is in the strictest confidence and complies with the Data Protection Act 
(1984).
• I agree to take part in the above study.
Name of client Signature Date
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APPENDIX 6
Further examples of qualitative data 
Clients reasons for dropping out of therapy
“Difficult to answer. I wanted to talk to unburden myself. I was able to do that but I 
had so much to say. When X  could get a word in edgewise all she kept asking was 
below question, (what do you expect from coming here) and I felt I was wasting her 
time”.
“I didn't I missed my last appointment because of a mix up on a message apparently 
left on my answer machine. I did not personally receive it and therefore did not make 
any response.”
“I just felt that I am a very strong willed person and I could do it on my own with my 
husbands help and I’ve got two more children now and I have to think about them”.
“Because my work meant I could not benefit from on-going counselling. Work as a 
solicitor in X, did not want to prejudice my career by telling my employers distance 
meant I would have to take a halfday to attend a session.”
“Because appointment was once a week and felt that time we got talking about 
problems etc was over and then it’d be another week to wait so not covering 
enough.”
Expectations
“Who knows? I didn’t, and couldn’t answer. ‘Help us’ maybe as good as anything but 
does that not go without saying?”
“I expected her to wave a magic wand and my nightmares would stop, obviously its 
not that easy”.
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“I expected a lot more, I thought I would get hypnosis or something, I didn't have high 
expectations.”
“I expected to sort out why I felt like I did - 1 wanted to be able to live again without 
my past dragging me down”
Client/therapist relationship
“She was very nice, but sometimes the questions were hard to understand”
“About as comfort as anyone would feel telling your life story -  warts and all - to  a 
total stranger!”
“I ’m 52 years old. What does a twenty something know of a 52 year old’s feelings”.
“She never expressed opinion or thoughts, only helped me to identify where my 
issues were”.
Suggestions
“I would have felt more comfortable holding a cup of tea”.
“The waiting list was too long, I think he could have helped a lot more and quicker if I 
hadn’t had to wait for so long for the appointment".
“No not really they were kind at the reception which I think is very important”.
“Not really. I obviously have no idea what therapy is about. I imagined a tranquil 
atmosphere, someone sitting, listening, with a notepad and pen. I didn’t think I would 
be required to analyse my own problems by recognising them and suggesting my 
own answers”.
“To increase session time or make twice a week I still have the same problems as 
before perhaps I think they’re worse but forme to benefit and not waste anyones 
time they’d have to be longer or more frequent”.
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Clients experience of therapy
“Non opinionated therapist who helped me to identify my issues -  not tell me what 
was wrong and how to overcome -  and made me decide how best to overcome 
them".
“I only attended a few sessions and would be unfair to knock it -  i feel if I had more 
than 1 a week or the sessions were longer I could’ve really benefitted. The 
psychologist was calming and relaxing -  but the time I opened up and started talking 
it was over and because I find it hard to express my true feelings each time was me 
starting again”.
“Too Nanby Panby. Too much counsellor speak".
“Open and easy to talk to. Helped me look at patterns and understand where 
problems and issues were arising, so I could deal with them and overcome them”.
“Yes, I cannot remember who it was with only that I didn’t feel 100% comfortable with 
him. I would prefer a lady as my issues were problems with a man”.
“It was the usual difficult silences whilst the psychologist waits for you to speak. 
Personally for me and many patients and friends I have cognitive therapy with a 
more aggressive approach gets more out of a session although making it tough”.
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APPENDIX 7
Summary of implications for the service
• With the aim of reducing the negative affect associated with clients dropping out 
of therapy, therapists should be made aware that positive comments regarding 
the client therapist relationship were frequently cited. In addition when asked why 
they dropped out, only 3 participants gave reasons specific to their therapist.
• Many of the negative comments indicate that therapists should give clients the 
opportunity to feedback on their experience of therapy on a regular basis so that 
any difficulties or concerns they may be experiencing can be tackled.
• Practical limitations in getting to appointments were frequently adhered to. The 
failure to provide therapy out of traditional working hours is likely to be 
contributing to a gap in service provision.
• To minimise any confusion regarding expectations about therapy, it is 
recommended that the service sends the leaflet ‘What to expect when you see a 
psychologist’ with all initial appointment letters.
• A revised system of consumer feedback is necessary; the following possibilities 
should be considered;
a) Repeat the dropout survey conducted here on an annual or biannual 
basis. This would highlight whether any changes made, go on to affect 
reasons for, or rate of dropping out.
b) To avoid the possibility of recall bias, send a dropout questionnaire 
routinely to all clients who drop out of therapy.
Summary of implications for future research
• The use of telephone interviews when the interviewer must withhold their 
identification can prove troublesome when someone other than the participant 
answers the telephone.
• The potential gain of using telephone interviews in an annual dropout study is 
doubtful.
• The reliability analysis conducted provides support for the use of the satisfaction 
questions used by this service for assessing satisfaction with psychology 
services.
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The combination of open and closed questions maximised the quality of the data 
obtained.
The findings highlighted the need to include in any future dropout research the 
question rwas the client given the opportunity to voice any concerns or difficulties 
they were having, and if so what happened?’
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1. ABSTRACT
In the clinical literature, characteristic parental behaviours are cited as fundamental to 
the development of eating pathology. In contrast to the clinical literature, empirical 
findings are vague and inconsistent. It is suggested this discrepancy between the 
clinical and empirical literature can be explained by: a) poorly elaborated 
conceptualisations of the role of parenting in the development of eating pathology 
and; b) the use of inappropriate measures of family functioning. This study therefore 
tested part of a new schema focused cognitive behavioural model of eating 
pathology, which suggests that schema processes mediate the relationship between 
parenting and eating pathology. In order to test this hypothesis, a new measure of 
parenting (the Young Parenting Inventory) was validated.
Four hundred and twenty two university students were recruited as the non-clinical 
sample. Seventy nine eating disordered women were recruited as the clinical sample. 
All participants were administered the YPI. For the validation of the YPI, data from the 
non-clinical sample was subjected to a number of factor analyses. This led to the 
development of the shorter Young Parenting Inventory -  Revised (YPI-R). Further 
validation indicated that the YPI-R is a psychometrically valid scale. The YPI-R 
should prove to be a useful tool for both research and clinical purposes.
For the model testing phase, data were used from a) the YPI-R; b) two measures of 
schema processes; and c) a measure of eating pathology to test the hypothesis that 
schema processes mediate the relationship between parenting and eating pathology. 
The hypothesis was supported. These findings further our understanding of eating 
pathology, and suggest that the operation of schema processes should be targeted in 
treatment programmes.
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2. INTRODUCTION
2.1 Overview
Eating disorders are complex conditions, which are often difficult to treat. At present, 
Cognitive behavioural therapy (CBT) is regarded as the treatment of choice for 
bulimia nervosa (Fairburn & Harrison, 2003). CBT focuses on regulating eating 
patterns and targeting maladaptive cognitions about weight and shape. However, 
individual CBT fails to achieve remission in 50-60% of cases (e.g., Vitousek, 1996; 
Wilson, 1999). In addition, there is little evidence of any single treatment having a 
superior effect in anorexia nervosa (Vitousek, Watson & Wilson, 1998). These 
treatment outcomes, plus the need to incorporate new findings regarding our 
understanding of the eating disorders, have led to growing queries over the validity of 
existing CBT models. In response, Waller (under consideration) presents a new 
schema focused model of eating pathology. That model includes a number of 
proposals regarding the role of early parenting experiences. This research study 
involves validating a new measure of early parenting experiences, in order to test one 
component of Waller’s model.
The introduction is divided into a number of parts. First, a general introduction to the 
eating disorders is provided. This includes: definitions of eating disorders; information 
regarding prevalence, course and impact; and current knowledge regarding aetiology. 
Second, a more detailed discussion focuses on the role of early parenting 
experiences, which is the focus of this thesis. The discrepancy between the empirical 
and clinical literature regarding the role of parenting in eating disorders is highlighted. 
It is suggested that this discrepancy is due to poorly conceptualised theories, which 
utilise inappropriate measures of perceived parenting. Waller’s schema-focused 
cognitive behavioural model of eating pathology is then presented, proposing a 
specific role for perceived early parenting experiences. The need to test this aspect of 
the model is emphasised. Finally, it is explained why a new measure of parenting 
must be validated in order to test the model.
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2.2 Introduction to the eating disorders
2.2.1 What are eating disorders?
Definitions of eating disorders focus predominantly on diagnoses specified by the 
main psychiatric classificatory systems. For example, the Diagnostic and Statistical 
Manual of Mental Disorders, fourth edition (DSM-IV; American Psychiatric 
Association, 1994) divides eating disorders into the following categories:
Anorexia Nervosa (AN)
The primary feature of anorexia nervosa (AN) is the relentless pursuit of thinness 
leading to very low weight. Criteria for diagnosis include:
1) An intense fear of becoming fat, despite low weight.
2) A distorted body image, undue influence of body weight or shape on self- 
evaluation, and/or denial of the seriousness of low body weight.
3) Weight loss leading to a weight 15% below that expected for weight and 
height.
4) Amenorrhoea (i.e., absence of at least three consecutive menstrual cycles 
when otherwise expected to occur).
Anorexia nervosa is divided into two subtypes: anorexia nervosa (restrictive sub-type; 
AN-r) where no bingeing or purging behaviour is present; and anorexia nervosa 
(binge eating/purging sub-type; AN-b), where the individual also engages in binge 
eating1 and/or purging2 behaviour.
Bulimia nervosa (BN)
Bulimia nervosa (BN) is characterised by the following features:
1) Self-evaluation is unduly influenced by body weight and shape.
2) A minimum of two binge eating episodes followed by the use of compensatory 
behaviours every week for at least three months.
3) The use of compensatory behaviours such as vomiting, taking laxatives or 
diuretics, or using strict dieting or exercise to prevent weight gain.
1 Bingeing can be defined as “eating, in a discrete period of time an amount of food that is
definitely larger than most individuals would eat under similar circumstances” (American 
Psychiatric Association, 1994).
2 Purging behaviour refers to attempts by the individual to ‘get rid o f the food consumed in 
order to prevent weight gain, e.g. self-induced vomiting, misuse of laxatives, diuretics or 
enemas.
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4) The individual does not meet criteria for anorexia nervosa.
Bulimia nervosa is also divided into two subtypes: bulimia nervosa (purging subtype, 
BN-p), where the individual engages in a purging behaviour (usually vomiting) after a 
binge; and bulimia nervosa (non-purging sub-type; BN-np), where the individual uses 
compensatory behaviours such as restriction or excessive exercise but does not 
purge following a binge.
Eating Disorder Not Otherwise Specified (EDNOS)
This diagnostic category represents eating disorders of clinical severity, but which fail 
to meet the specific criteria for anorexia nervosa or bulimia nervosa. Eating disorders 
falling within this category often resemble either anorexia nervosa or bulimia nervosa 
cases. For example, in the case of anorexia nervosa the individual may meet all 
criteria, but have regular menses. Alternatively, in the case of bulimia nervosa, an 
individual's binge frequency may not have been twice a week for three months. Other 
cases may differ from the typical pathology in anorexia and bulimia. For example the 
individual may engage in chewing and spitting behaviour in order to prevent weight 
gain. Evidence suggests that the diagnostic category EDNOS accounts for the 
majority of eating disorder cases (Fairburn & Harrison, 2003; Millar, 1998; Ricca et 
al., 2001).
Binge Eating Disorder (BED)
Despite increasing recognition of binge eating disorder (BED), at present the 
diagnosis of BED remains a research category in DSM-IV, and remains subsumed 
under a formal diagnosis of EDNOS. Nevertheless, the category of binge eating 
disorder is emerging from the recognition that binge eating often occurs in individuals 
in the absence of purging and restrictive behaviours (American Psychiatric 
Association, 1994). Criteria for binge eating disorder include the following 
requirements:
1) The individual binges on average 2 days per week and has done so for 6 
months.
2) The individual does not use compensatory behaviours.
3) The individual does not meet criteria for anorexia or bulimia nervosa.
4) Binge eating causes marked distress.
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The fluidity of eating disorder diagnoses
The presence of unhealthy eating attitudes in the general population suggests that 
eating disorders are dimensional in nature rather than categorical. In addition, it 
should be noted that a longitudinal perspective on the course of eating disorders 
indicates considerable movement between diagnostic categories. For example, 
individuals with bulimia nervosa commonly have a history of anorexia nervosa or 
EDNOS, and both anorexia nervosa and bulimia nervosa commonly result in a 
chronic EDNOS (Fairburn et al., 1995; Fairburn & Harrison, 2003; Sullivan, Bulik, 
Fear & Pickering, 1998). Similarly, a follow up of EDNOS cases revealed that almost 
half went on to meet full criteria for anorexia or bulimia (Herzog, Hopkins & Burns, 
1993). However, despite the instability of most eating disorder diagnoses and the 
predominance of EDNOS cases, the majority of research on eating disorders focuses 
on the diagnostic categories of anorexia nervosa and bulimia nervosa (Fairburn & 
Harrison, 2003). The research findings presented here therefore reflect this trend.
2.2.2 Epidemiology
Distribution of eating disorders
Anorexia nervosa and bulimia nervosa are more common in young women. Only 5- 
10% of cases are estimated to be male (Hoek, 2002). They are well represented 
across socioeconomic classes, although occur mainly in developed countries (Hoek, 
2002). (The significance of this finding is discussed in section 1.2.4 Aetiology, under 
socio-cultural factors). In contrast to anorexia and bulimia, research on the 
distribution of BED indicates that individuals present at an older age. There is a male 
to female ratio of approximately 15:1 (Fairburn & Walsh, 2002).
Prevalence
Hoeken, Seidell & Hoek (2003) report average prevalence rates of strictly defined 
anorexia nervosa and bulimia nervosa in young females as 0.3% and 1% 
respectively. Community-based studies produce prevalence figures for BED of 2% to 
3% in the adult population and 8% in the obese population (Hoek, 2002). Some 
studies report significantly higher rates in obese populations. For example, Spitzer et 
al. (1992) report rates of 29-30%. However these studies have been criticised for 
using poor assessment methods (Fairburn & Walsh, 2002).
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Incidence
Incidence rates are based on detected cases in health care systems. Hoek (2002) 
reports incidence rates in mental health care facilities in the Netherlands of 5 per
100,000 of the total population per year for anorexia nervosa and 6 per 100,000 of 
the total population for bulimia nervosa.
Is there an eating disorders epidemic?
Over the past 20 years, there has been a vast increase in the number of individuals 
treated for an eating disorder. This has led to some suggestions that eating disorders 
are becoming more prevalent. However, epidemiological studies indicate that this is 
not reflected in the general population, and is more likely to be due to improved 
recognition and service provision. Nevertheless, both the prevalence and incidence 
rates are likely to be underestimates, due to the secrecy often surrounding abnormal 
eating behaviours (Hoek, 2002).
2.2.3 Course and biopsvchosocial impact of eating disorders
It is difficult to be accurate about the course of eating disorders because studies differ 
in their duration of follow up. In addition, methodological limitations are common. 
Studies frequently face the following criticisms:
a) The duration of follow-up is too short, limiting accuracy.
b) Dropout rates are high, increasing the potential for biased samples.
c) Retrospective data are used, a method known to be less reliable.
d) Researchers have failed to take into account selection biases.
e) Samples are often heterogeneous.
f) Poor measures are used to assess psychiatric and psychosocial status.
g) Clinical samples are likely to contain the more severe, chronic cases with high 
levels of comorbidity. This leads to more pessimistic conclusions regarding course 
and outcome (Bushnell et al., 1994; Fairburn, Welch, Norman, O’Connor, & Doll, 
1996).
In the context of these research limitations, the more consistent findings regarding 
the course of eating disorders and findings from the more methodologically sound 
studies are outlined below.
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Anorexia nervosa 
General course and outcome
The course and outcome of anorexia nervosa can vary. However it often follows a 
severe and chronic course and can cause death (Eckert, Halmi, Marchi, Grove & 
Crosby, 1995; Sullivan et al., 1998a). For example, according to a summary of 68 
outcome studies Steinhausen (1995) reports that based on crude categories of good, 
fair and poor outcome, on average 40% of anorexics recover, one-third improve and 
20% have a chronic course. Studies examining the anorexia subtypes indicate that 
greater pathology and a more chronic course is more common in anorexia of the 
bulimic subtype (Eckert et al., 1995; Hsu, 1980, 1988).
Rate of recovery
Generally, studies report that the longer the illness persists the slower the rate of 
recovery (e.g. Eckert et al., 1995).
Weight
Only a minority of anorexia nervosa clients achieve a weight that consistently remains 
in their normal weight range (Eckert et al., 1995).
Medical complications
Anorexia nervosa is associated with a number of physical complications. Electrolyte 
disturbance (more common in anorexics who purge) can lead to cardiac arrhythmias. 
Recurrent vomiting can also lead to dental erosion and parotid enlargement (giving 
the face a bloated appearance). Low weight can lead to: haematological problems 
such as anaemia; gastrointestinal problems such as constipation; and, in the long 
term, osteoporosis. Nutritional deficiencies are also widespread, as well as 
hypothermia. Poor peripheral circulation can lead to pressure sores (Winston, 2002).
Mortality rates
Mortality rates in anorexics are significantly higher than in the normal population, and 
most often result from either suicide or medical complications associated with the 
eating disorder. In a meta-analysis of 38 outcome studies, Sullivan (1995) reported a 
5.9% mortality rate. Of those specifying a cause of death, 54% of deaths were due to 
complications of the eating disorder, 27% were suicide and 19% were unknown.
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However, mortality statistics vary considerably (e.g., 3.3% to 18% - Patton, 1988), 
and are likely to be very crude indicators of actual mortality rates.
Binge eating
Research indicates that as many as 64% of those who meet criteria for anorexia 
nervosa will develop binge eating at some point during their illness (e.g., Eckert et al., 
1995; Morgan, Purgold & Welbourne, 1983).
Comorbidity
There is a high prevalence of comorbid anxiety disorders, most commonly 
generalised anxiety disorder, obsessive compulsive disorder and social phobia (Bulik, 
2002). Comorbid major depression is also common (Sullivan, 2002). Recent research 
also demonstrates elevated levels of obsessive compulsive personality disorder in 
restrictive anorexics (Lilenfeld et al., 1998).
Psychosocial impact
Low weight often leads to depressed mood, irritability and social withdrawal. 
Individuals with AN also report poor peer relationships, few interests and in the long 
term suffer from social isolation (Beumont, 2002).
Bulimia nervosa
General course and outcome
Research indicates that between a third and a half of individuals with bulimia nervosa 
continue to meet criteria for a clinical eating disorder at five-year follow-up (Fairburn 
et al., 2000; Fairburn et al., 1995; Fichter & Quadflieg, 1997). Of these, 10-25% will 
meet criteria for bulimia, with the remaining diagnosable as EDNOS (Fairburn & 
Harrison, 2003).
Rate of recovery
Overall, prospective studies indicate that bulimia nervosa patients experience 
considerable volatility in remittance and relapse. Drawing conclusions about the rate 
of recovery is therefore difficult (Fairburn, Cooper, Doll, Norman, & O'Connor, 2000; 
Keller, Herzog, Lavori, Bradburn & Mahoney, 1992; Sullivan, 2002). With CBT, 
approximately 30-50% achieve remission (Agras, Walsh, Fairburn, Wilson &
Kraemer, 2000; Fairburn etal., 1995).
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Weight
Individuals with BN tend to maintain a weight within their normal range (American 
Psychiatric Association, 1994)
Medical complications
Significant weight loss is less likely in bulimia nervosa cases. As a result there are 
fewer medical complications compared with anorexia nervosa cases. However, 
medical complications remain significant (Winston, 2002) and tend to be a result of 
purging behaviours. For example, dental erosion and parotid enlargement can occur, 
as well as oesophagitis. There is also a risk of tearing of the oesophagus, menstrual 
dysfunction and a heightened risk of miscarriage.
Mortality rates
Mortality rates differ across studies. In general, they tend to be low, although they are 
likely to be higher than in the general population (Sullivan, 2002). Due to the greater 
prevalence of bulimia nervosa, the incidence of mortality is higher than in anorexia 
nervosa.
Comorbidity
Studies report a high prevalence of anxiety disorders - most commonly generalised 
anxiety disorder and social phobia (Bulik, 2002). Comorbid major depression is also 
common (Bulik, 2002). Substance misuse disorders also co-occur, but at the same 
rate as in other psychiatric disorders (Wilson, 2002). Regarding co-occurrence with 
personality disorders, elevated levels of borderline personality disorder and 
narcissistic personality disorder are found in bulimia nervosa cases (Wonderlich, 
2002).
Psychosocial impact
Bulimia nervosa is associated with social withdrawal. This is often as a result of the 
individual’s concern about exposure to foods that they consider binge triggers, or as a 
result of the shame and guilt associated with bingeing and purging behaviours. Mood 
disturbance and anxiety are also common, alongside disturbed interpersonal relations 
(Beumont, 2002).
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Binge eating disorder 
General course and outcome
A number of studies comparing active treatment (psychological and medication) to 
placebo and waiting list control groups indicate that binge eating tends to reduce in 
frequency without treatment (Carter & Fairburn, 1998; Cachelin, Striegel-Moore & 
Paget, 1997). As a result, Fairburn et al. (2000) conclude that binge eating disorder 
is an unstable condition that is likely to spontaneously go into remission. However, 
although binge eating reduces with or without treatment, sustained weight loss is rare 
(Fairburn et al., 2000). In addition, binge eating disorder is commonly accompanied 
by comorbid depression (Kuehnel & Wadden 1994; Mitchell & Mussell, 1995; 
Wadden, Foster & Letizia, 1994; Yanovski, Nelson, Dubbert & Spitzer, 1993). This 
has led some to suggest that alleviating depression should be the focus of treatment 
interventions.
Summary of the course and biopsvchosocial impact of eating disorders 
Eating disorders are complex and often persistent psychiatric conditions. Onset tends 
to occur during the teenage years to the early twenties (later in the case of binge 
eating disorder; Fairburn et al., 2000). Eating disorders occur mainly in developed 
countries. An increase in the number of cases receiving treatment appears to be due 
to enhanced recognition and service provision. However, current prevalence and 
incidence rates are likely to be an underestimate, due to the secrecy surrounding 
abnormal eating behaviours. Eating disorders are life-threatening conditions and are 
associated with significant medical complications. Co-morbidity is common, and 
eating disorders have a marked negative impact on individual’s lives.
2.2.4 Aetiology
Why is aetiology important?
Prior to discussing the aetiology of eating disorders, we must first consider whether 
pursuing the causes of eating disorders is a worthwhile endeavour. Here, it is 
suggested that aetiology is important for the following reasons:
1) The identification of aetiological factors can facilitate the development of 
prevention programmes.
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2) The identification of aetiological factors can facilitate the identification of high- 
risk groups. This would enable more efficient targeting of prevention 
programmes.
3) Understanding how and why a person thinks and behaves in a certain way 
enables health care professionals to engage and empathise with their clients. 
This is vital to developing an effective therapeutic relationship and therefore 
maximising the likelihood of a good treatment outcome (e.g., Myers, 2000).
. 4) It is suggested that the development of effective treatment interventions relies 
on the development, and continuing revision of theoretical models that detail a 
coherent picture of the development and maintenance of psychological 
problems.
5) Theoretical models guide the process of formulating and reformulating a 
problem. Sharing formulations that highlight potential origins of psychological 
problems can provide the client with the opportunity to develop their 
understanding of the problem. This understanding can facilitate the 
challenging of cognitions and behaviour that may have become maladaptive 
over time, and that go on to maintain the disorder.
6) When striving for evidence-based practice, an understanding of aetiology 
enables the focused evaluation of treatment programmes that specifically aim 
to target the role of particular aetiological factors.
Aetiological factors proposed in the literature
There is general agreement that there is no single cause of eating disorders. Rather, 
a complex, multifactorial model of the development and maintenance of eating 
disorders is advocated (e.g., Schmidt, 2002). However, despite consensus on the
j
complexity of the aetiology of eating disorders, research tends to examine factors in 
isolation. The most commonly identified themes include genetic factors, life stressors, 
socio-cultural factors, childhood abuse, and parenting. A brief review of research 
findings on each of these the first four of these areas will follow. The emphasis on the 
importance of childhood experiences will then lead to a more detailed review of 
parenting as a potential aetiological factor.
Genetic factors
Eating disorders are several times more common among the biological relatives of 
eating-disordered individuals than in the general population (Lilenfeld etal., 1998). 
Some form of familial transmission is therefore indicated. Twin studies are an
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effective way of distinguishing environmental and genetic forms of transmission. Twin 
studies in the eating disorders show greater concordance rates for both anorexia 
nervosa and bulimia nervosa in monozygotic twins compared to dizygotic twins (e.g., 
Treasure & Holland, 1989). This finding is replicated for continuous measures of 
disordered eating (Sullivan, Bulik & Kendler, 1998). Some degree of genetic 
heritability is therefore supported (Bulik, Sullivan, Wade & Kendler, 2000). However, 
these findings do not deny the role of the environment (Bulik et al, 2000). More recent 
studies have used complex statistics in order to build a clearer picture of the 
pathways of genetic transmission (e.g., Bulik, 2003). The consensus is that the 
manner in which genes contribute to the familial aggregation of eating disorders is 
compound and interactive (Strober & Bulik, 2002).
Life stressors
Slade (1982) suggests that a variety of stressors (such as failure experiences and 
interpersonal problems) lead to low self-esteem, which he considers to be a 
necessary setting condition for the development of eating disorders. Within the 
context of these stressors, it is suggested that bulimic behaviours function to provide 
temporary relief from distressing emotional states, and restrictive behaviours reduce 
stress by increasing an individual’s perceived control over other areas of their life. 
Both clinical and empirical studies support the life stressor hypothesis (e.g., Margo, 
1985; Strober, 1984). However, Fryer, Waller and Kroese (1997) found that self­
esteem was only a partial mediator of the relationship between stressors and eating 
pathology. Since partial mediation indicates the presence of multiple mediating 
factors, Slade’s life stressor hypothesis is arguably too simplistic.
Socio-cultural factors
The potential aetiological role of socio-cultural factors has received considerable 
attention. Two mechanisms are said to account for the proposed relationship 
between socio-cultural pressure to be thin and eating pathology. The first is social 
reinforcement (the internalisation of attitudes and behaviours approved of and 
respected by others). The second is modelling, where one directly imitates 
behaviours observed in others. The socio-cultural factors proposed in the literature 
are reviewed below.
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The media
Correlational and experimental studies have demonstrated a positive association 
between media influence and the development of weight concerns, dieting behaviour 
and eating pathology (e.g., Field et al., 2001; Groesz, Levine & Murnen, 2002; 
Posavac, Posavac, & Posavac, 1998; Stice, Schupak-Neuber, Shaw& Stein, 1994; 
Thompson & Stice, 2001). One explanation for this link is that females compare their 
bodies to ‘unrealistic thin images’ portrayed in the media. This leads to body 
dissatisfaction and negative affect. They then aspire to achieve a similar body weight 
and shape through a variety of weight control behaviours (Stice, Nemeroff & Shaw, 
1996; Thompson & Stice, 2001).
Peer influences
Perceived interest in dieting and idealisation of thinness in one’s peer group has been 
found to correlate positively with eating pathology (e.g., Levine, Smolak, Moodey & 
Hessen, 1994). For example, pressure from peers to be thin increases body 
dissatisfaction, dieting, negative affect and bulimic pathology (Field, Camargo, Taylor, 
Bekey & Colditz, 1999). A positive relationship has also been demonstrated between 
binge eating and peer binge eating and a large number of individuals that engage in 
vomiting report learning the behaviour from a friend (Field et al., 1999).
Parental attitudes regarding weight and shape, and parental weight and dieting 
behaviour
Overall, the evidence is consistent with the argument that both fathers and mothers 
may play a role in the transmission of cultural values about desirable body weight and 
shape (e.g., Field et al., 2001; Pike & Rodin, 1991; Smolak, Levine & Schermer, 
1999). For example, Field et al. (2001) found that children’s perceptions of their 
parents’ weight and dieting behaviour predicted the child’s own weight concerns and 
dieting behaviour. Mothers of individuals with eating disorders have also been found 
to report higher levels of dieting and eating pathology than controls (e.g., Hill & 
Franklin, 1998; Pike & Rodin, 1991). However, this finding is not consistently 
replicated (e.g., Byely, Archibald, Graber & Brooks-Gunn, 2000). Studies have also 
reported that mothers of girls with eating disorders show greater restriction of their 
daughters’ eating, are more likely to encourage their daughters to diet, and are more 
likely to perceive their daughters to be more overweight and unattractive (Byely et al., 
2000; Pike & Rodin, 1991; Thelen & Cormier, 1995).
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Cross cultural studies
Findings from studies investigating the influence of moving into western cultures 
(where the thin body is idealised) are consistent with the influence of socio-cultural 
factors (e.g., Mumford, Whitehouse & Platts, 1991). For example, studies have 
shown that Asian schoolgirls (aged 14-16 years) living in the United Kingdom show 
greater levels of eating psychopathology than Caucasian girls and Asian girls living in 
Pakistan (Mumford, et al, 1991; Mumford, Whitehouse & Choudry, 1992).
Summary of socio-cultural factors
With reference to the above findings, Stice et al. (1996) suggest that social pressures 
to be thin via the media, peer and parental influence, fosters ‘internalisation of the 
thin-ideal body image’ for women in Western culture. Stice argues that this can then 
cause the weight and shape concerns that render the individual at risk of developing 
an eating disorder. In addition, Stice (2002) suggests that research evidence 
supports the claim that perceived pressure to be thin and ‘thin-ideal internalisation’ 
can augment the effects of other risk factors, again highlighting the need for a multi­
factorial model. However, it should be noted that studies examining the impact of 
socio-cultural factors are often cross-sectional in design and rely on self-report. 
Therefore conclusions cannot be made about the direction of any causality.
Childhood abuse
Childhood abuse can be divided into a number of different categories. Findings 
regarding the most commonly used categories are reviewed below.
Childhood sexual abuse
A number of case reports and larger case series report that some women with eating 
disorders have also suffered childhood sexual abuse (Goldfarb, 1987; Palmer 
Oppenheimer, Dignon, Chaloner & Howells, 1990). However, the wide range of 
reported prevalence rates overlaps with prevalence rates in the general population 
(e.g., Finkelhor, 1986; Calam & Slade, 1989). This has led to some suggestions that 
the incidence of child sexual abuse in the eating disorders is mere coincidence (Pope 
& Hudson, 1992). However, research suggests a stronger link between childhood 
sexual abuse and bulimic disorders than with restrictive disorders (Fullerton, 
Wonderlich & Gosnell, 1995; Waller, 1991; Waller, Halek & Crisp, 1993). This finding 
disputes the coincidence hypothesis. However, controlled studies continue to fail to 
find a specific link between childhood sexual abuse and eating disorders. A complex
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interplay of other mediating factors is therefore indicated (e.g., Folson et al., 1993; 
Vize & Cooper, 1995; Waller, 1992). Important factors appear to include the age at 
which the abuse occurs and the nature of the abuse (Waller, 1992). In addition, a 
number of potential mediators have received empirical support, including: response 
to disclosure of the abuse (Waller & Ruddock, 1993); low self-esteem (e.g., Smolak, 
Levine & Sullins, 1990); and the development of negative core beliefs (i.e., 
unconditional beliefs about the self, the world and the future; Hartt & Waller, 2001).
Childhood physical abuse
There is considerably less research on childhood physical abuse. Currently, findings 
regarding childhood physical abuse indicate that it may act as a non-specific risk 
factor for some eating disorders, particularly bulimia (Root & Fallon, 1988,1989).
Childhood emotional abuse
Childhood emotional abuse has been described as “the sustained, repetitive, 
inappropriate emotional response to the child’s experience of emotion and its 
accompanying expressive behaviour” (O’Hagan, 1995, pp456). Investigations of the 
links between childhood emotional abuse and eating disorders are relatively rare. In 
addition, they are difficult to quantify due to methodological and definitional 
inconsistencies (Kent & Waller, 2000). However, despite methodological 
inconsistencies, some provisional conclusions can be drawn. From the literature 
regarding childhood emotional abuse and more general psychopathology, 
longitudinal studies indicate that childhood emotional abuse has long-term negative 
effects on human functioning (Hart, Binggeli & Brassard, 1998), and that these effects 
are greater than for physical abuse. As well as proving to be a global risk factor for 
psychological problems, specific effects are also apparent (e.g., Briere & Runtz,
1988). Of particular relevance to the eating disorders is support for a specific 
relationship between emotional abuse and low self-esteem (Briere & Runtz, 1990; 
Gross & Keller, 1992, Hoglund & Nicholas, 1995; Mullen, Martin, Anderson, & 
Romans, 1996). Given the relationship between low self-esteem and eating disorders 
(Slade, 1982), the proposal has been made that childhood emotional abuse is a 
potential aetiological factor in the eating disorders (Kent & Waller, 2000).
The paucity of research directly investigating childhood emotional abuse and eating 
psychopathology limits any firm conclusions. However, preliminary findings support 
the proposal. For example, Kent, Waller & Dagnan (1999) investigated childhood
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emotional abuse, childhood physical abuse and childhood sexual abuse, to determine 
their relation to unhealthy eating attitudes in a non-clinical sample. Childhood 
emotional abuse was found to be the central predictor. Replication and further 
investigation of the links between childhood emotional abuse and eating pathology is 
warranted.
Summary of aetiological factors
Research into the aetiology of eating disorders tends to investigate factors in 
isolation. Currently, there is evidence fora potential role of genetic factors, socio­
cultural factors, life stressors and childhood abuse. However, research in each of 
these areas highlight that the pathways to eating disorders are complex and 
multifactorial.
A common theme across many of the aetiological factors reviewed (i.e., socio-cultural 
factors, life stressors and childhood abuse) is that each emphasises the importance 
of childhood experiences. Similarly, genetic models discuss the interaction of 
parenting and genetic vulnerability. In addition, most theoretical models of 
psychological difficulties highlight the significance of childhood experiences. In the 
dominant western culture, the family plays a central role in shaping the attitudes and 
behaviour of the child. The family also plays a significant role in determining a child’s 
experience of their environment. It is therefore not surprising that the other factor that 
has received considerable attention is family functioning, including and parental 
characteristics. The role of perceived parental experiences in the development and 
maintenance of eating pathology is the focus of this thesis. The literature on this area 
is reviewed below.
2.3 Parenting as an aetiological factor
The importance of family functioning as a potential factor in the development of 
eating disorders is cited in the literature as early as 1873 (Lasegue, 1873). Within the 
context of more recent multifactorial frameworks, the relevance of family dysfunction 
(in particular, parenting styles and parental behaviour) continues to be investigated 
(e.g., Murray, Waller & Legg, 2000). However, when investigating parenting as a 
potential aetiological factor, one must be cautious in assigning a causal role.
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Causal considerations
When making causal assumptions about the role of parenting in the development and 
maintenance of eating disorders, we must consider whether perceptions of parenting 
accurately reflect reality. On the contrary, it is likely that: a) an individual’s eating 
psychopathology will colour their perception of their parents; b) an individual’s eating 
psychopathology may trigger changes in parental behaviour; c) perceptions will be 
affected by the individual’s current attachment or emotional separation from the 
family; and d) the link between parenting and eating pathology will be mediated by 
other factors. Based on these considerations, it can safely be concluded that direct 
causality is unlikely (e.g., Casper & Troiani, 2000; Slade 1982; Lacey 1986; Waller & 
Calam, 1994). This conclusion should be taken into account when testing models and 
interpreting results.
The role of parenting in the development and maintenance of eating disorders is 
described in both the clinical and the empirical literatures.
2.3.1 Summary of clinical literature.
Two main theories have dominated the clinical literature regarding the role of 
parenting in the development and maintenance of eating disorders. Both theories are 
based on clinical observations of patterns of family interaction in families with an 
eating-disordered daughter. The two theories are outlined below.
Bruch (1973)
Bruch considered that maternal dominance was at the root of anorexia. She 
proposed that an over-controlling mother, who was more focused on her own needs 
than her daughter’s, damaged the daughter’s sense of effectiveness and hampered 
the development of a sense of identity. Bruch suggested that by gaining mastery over 
their body the child was able to feel a sense of control and develop an identity 
separate from her mother.
Minuchin et al. (1975): Minuchin, Rosman & Baker (1978)
Minuchin and colleagues described eating disordered families as characterised by an 
enmeshed, overprotective, rigid and conflict avoidant family structure (Minuchin et al. 
1975, 1978). They claimed that these family characteristics led to maladaptive 
patterns of interaction, which adversely affected the family’s ability to resolve conflict.
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They concluded that anorexia was the child’s method of avoiding conflict within this 
environment, rather than a means of fostering autonomy. It was considered that 
anorexia focused the family on a single, all-encompassing problem, limiting the 
likelihood that other conflict areas would be aired.
These early observations (particularly overprotectiveness and enmeshment) are 
supported by a range of clinical studies. These include: clinical reports (e.g., Selvini- 
Palazzoli, 1974); case studies (e.g., Touyz, O’Sullivan, Gertler & Beumont, 1988); 
and retrospective analysis of case records (e.g., Crisp, Hsu, Harding & Hartshorn, 
1980; Heron & Lehup, 1984). Although findings are conceptualised differently, there 
is general agreement in the clinical literature that particular parental behaviours and 
particular dysfunctional patterns of interaction within the family play an integral role in 
the development and maintenance of eating disorders.
However, these observations should be treated with caution for the following reasons. 
First, as Waller and Calam (1994) highlight, the families used in Minuchin’s studies 
were attending family therapy, and therefore were perhaps more likely to be 
enmeshed. Second, as mentioned earlier, causality cannot be established, since it is 
not possible to determine whether the presence of the eating disorder led to the 
maladaptive patterns of interaction that were observed. Third, clinical observations 
are idosyncratic, based on small samples, and thus limited in their generalisability. 
Finally, the aspects of family functioning that are noted by the observer are likely to 
be coloured by the observer’s relationship with the eating-disordered individual and 
their family. The limitations of clinical studies highlight the need for empirical 
investigation.
2.3.2 Summary of empirical evidence.
Empirical studies can be divided according to the methodology they use (Waller & 
Calam, 1994). These include:
1) Studies that use relatively concrete measures.
2) Studies that use observational measures.
3) Studies that use subjective measures.
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Concrete Measures
Concrete measures are relatively objective and easy to establish. The most 
commonly investigated include the presence of psychiatric disorder, the rate of 
marital breakdown, birth order, family size, and adverse life events (such as deaths 
within the family). The findings regarding birth order and family size are inconsistent 
(e.g., Dolan, Evans & Lacey, 1989; Rastam & Gillberg, 1991), and therefore call into 
question the relevance of these factors. More consistent findings include higher rates 
of psychiatric disorder and marital breakdown in eating-disordered families (e.g. 
Morgan & Russell, 1975).
To conclude, concrete measures highlight links between some family factors and 
eating disorders. However, they do not provide any insight into the particular parental 
characteristics emphasised in the clinical literature.
Observational measures
Studies using validated observational measures are relatively rare. In addition, the 
particular method used also varies across studies. A more commonly used 
observational measure is the expressed emotion method, where audiotaped 
interviews with mothers and fathers are rated according to five subscales: critical 
comments; hostility; emotional overinvolvement; warmth; and positive remarks. The 
scales are well validated and have been shown to be relevant to a number of 
psychiatric disorders (Brown, Birley & Wing, 1972; Vaughn & Leff, 1976). In the 
eating disorders, relationships between particular scales and treatment outcomes 
have been demonstrated, but there have been few specific links with eating 
pathology. For example, higher scores on the critical comments scale (in both 
mothers and fathers) and higher scores on the emotional overinvolvement scale (in 
fathers only) have been found to be associated with dropping out of treatment 
(Szmukler, Eisler, Russell & Dare, 1985). In addition, critical comments (by both 
mothers and fathers) and emotional overinvolvement (by fathers) have also been 
found to be greater in parents of bulimics than in parents of anorexics (Szmukler et 
al, 1985). Finally, compared with control groups, levels of emotional overinvolvement 
are lower in parents of anorexics (Dare & Eisler, 1992). These findings are 
inconsistent with the emphasis in the clinical literature on overprotective mothers.
Humphrey (1986, 1988, 1989) carried out a number of observational studies, using a 
structural analysis of social behaviour model. Eating disorder groups were
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distinguished from normal control groups in two of the studies, with parents in the 
eating disorder groups demonstrating greater blame, rejection and neglect than 
control parents. Differences between diagnostic groups were also observed, with 
anorexic bulimic (AN-b) and bulimic (BN) groups fairing worse. For example, lower 
levels of nurturance, understanding and support and higher levels of blame, rejection 
and neglect were observed in AN-b and BN families compared to families with a child 
with anorexia of the restrictive subtype (AN-r) (Humphrey, 1986, 1988). Problems in 
the parent-child relationship were denied in the AN-r group, although greater marital 
conflict was observed. Humphrey’s findings are therefore somewhat consistent with 
the clinical literature, although a greater emphasis is placed on critical, rejecting 
parents than on over-controlling parents.
Subjective measures
Subjective measures tend to rely on individual recollections of experiences of 
parenting. Considering the metholodological considerations outlined earlier, such 
recollections do not necessarily reflect reality. However, it has been argued that it is 
the perception of parental behaviour that should be the focus of investigation, 
because it is this perception that contributes to the development and maintenance of 
psychological disorders (Parker, 1983,1989). A limitation that perhaps necessitates 
greater consideration is the fact that there is a distinct lack of accurate replication 
across studies. Different measures are employed, a variety of terminology is used, 
and different parental characteristics or theoretical structures are assessed. Similarly, 
studies differ in whether they use clinical or non-clinical samples, whether they use a 
control group, and the type of control group they use. Furthermore, the methods 
researchers use to identify eating disorders or eating pathology vary between studies. 
Finally, the diagnostic composition of eating disorder groups frequently differs. 
Comparability across studies is therefore severely compromised. This is clearly 
illustrated in the review to follow.
The following summary includes only studies that detail reports from eating- 
disordered individuals themselves, as they have been demonstrated as the most 
effective at distinguishing eating disorders groups from comparison groups (Waller, 
Calam & Slade, 1988; Waller, Slade & Calam, 1990a). For ease of understanding, 
the studies will be grouped according to the measure utilised. The most commonly 
administered measures are reviewed.
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Parental Bonding Instrument (PBI; Parker, Tupling, & Brown, 1979)
The PBI is a self-rating questionnaire, which asks subjects to describe their parent’s 
attitudes and behaviour toward them up to the age of 16 years. It measures two 
aspects of parental style - care and overprotection. The care scale measures warmth, 
empathy and emotional support, and the overprotection scale measures 
overprotection, control and intrusiveness.
The PBI distinguishes eating-disordered groups (or groups with high eating 
pathology) from non-eating disordered groups (or groups with low eating pathology) 
(Ahmad, Waller and Verduyn, 1994; Calam, Waller, Slade & Newton, 1990; Haudek, 
Rorty & Henker, 1999; Leung, Thomas & Waller, 2000; McCourt & Waller, 1994; 
Palmer, Oppenheimer & Marshall, 1988; Pole, Waller, Stewart & Parkin-Feigenbaum, 
1988; Rhodes & Kroger, 1992). In general, studies tend to find that low care and/or 
high overprotection is associated with greater eating pathology (e.g., Calam et al., 
1990; Murray et al., 2000). However, studies vary as to whether this pattern is 
reported for the mother only, the father only, or for both parents. In addition, the 
generally .reported pattern of low care and or high overprotection is not wholly 
consistent. For example, Kent and Clopton (1992) found that bulimics did not report 
less caring from parents than non-bulimic individuals. Also, when comparing anorexic 
subjects to a group of age-matched psychiatric controls, Russel, Kopec-Schrader, 
Rey and Beumont (1992) found that anorexic subjects described their parents as 
more caring and their mothers as less overprotective. These descriptions were closer 
to a group of non-psychiatric controls than psychiatric controls.
To conclude, there is a general pattern of lower care and greater overprotection in 
eating-disordered groups. These findings are relatively consistent with the clinical 
literature. However, the findings are not wholly consistent. Also, the relevance of the 
mother and/or father differs across studies. There is little research investigating 
differences across diagnostic groups.
Family Assessment Device (FAD; Epstein, Baldwin & Bishop, 1983)
The FAD considers six dimensions of perceived interaction: problem solving (ability to 
solve problems); clarity of communication; differentiation of roles; affective 
responsiveness (appropriate expression of emotions); affective involvement (concern 
and involvement between family members); and behaviour control (or clarity of family 
rules). It also measures general functioning. Studies to date indicate that, overall,
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women with eating disorders are likely to rate their family interaction on the FAD as 
more unhealthy than normal controls (e.g., Waller et al., 1988). This finding is 
replicated in studies using non-clinical groups (e.g., McGrane & Carr, 2002).
However different subscales often emerge as relevant, particularly when different 
diagnostic groups are compared. For example, the findings of Waller et al. (1988) 
revealed that bulimic individuals without history of anorexia rated their family 
interaction as poorer than controls on all scales except behaviour control. In contrast, 
bulimic individuals with a history of anorexia rated their family functioning as poorer in 
the realms of problem solving, behaviour control and affective involvement, and 
individuals with restrictive anorexia rated their family functioning as unhealthy in 
affective involvement and behaviour control.
The relationship between family dysfunction (measured by the FAD) and eating 
pathology is less apparent when dimensional measures of eating disorders are used. 
For example, a study conducted by Young, McFatter and Clopton (2001) found that 
family functioning measured by the FAD was found to be a poor predictor of bulimic 
behaviour. Similarly, Waller (1994) found very limited associations with measures of 
eating attitudes in both eating-disordered and non-eating-disordered groups.
To conclude, although different scales emerge as relevant for different diagnostic 
groups, there is a distinct lack of accurate replication. Generally greater levels of 
perceived family dysfunction are supported, although this is less consistent with 
regards to dimensional measures of eating pathology. In addition, higher levels of 
family disturbance are found in other psychiatric conditions (Friedman et al., 1997), 
suggesting an absence of specific links with eating pathology.
The Family Adaptability and Cohesion Evaluation Scale (FACES; Olson et al., 1982). 
The FACES is a twenty-item self report measure consisting of two subscales - family 
cohesion and family adaptability. The family cohesion subscale measures the 
emotional bonding between family members, and can therefore be used to test the 
theoretical proposals of Minuchin and colleagues. The family adaptability subscale 
measures the extent to which the family system is able to change its power structure 
and role relationships on the basis of situational and developmental demands.
Studies using the FACES demonstrate greater family dysfunction in eating disorder 
groups compared to controls (Waller et al., 1990b, Rastam & Gillberg, 1991). Calam
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and Waller (1998) conducted a longitudinal study using the FACES on a non-clinical 
sample. They found that perceived family function rated by mothers when their 
daughters were aged 12 was predictive of later eating psychopathology. In support of 
the clinical literature, a significant association was reported between poor role 
differentiation (similar to Minuchin’s construct of over-enmeshment) and bulimic 
attitudes and behaviours. In addition, poor communication (which could also be 
interpreted as avoidance of conflict) was associated with restrictive attitudes.
However, findings from other studies are contradictory. In contrast to Minuchin et al’s 
theory, they report an association between lower levels of cohesion and eating 
pathology (e.g., Pauls & Daniels, 2000; Kagan & Squires, 1985; Waller et al., 1990b). 
Similarly, Rastam and Gillberg (1991) reported no significant differences between 
anorexic families and control families. Importantly, Rastam and Gillberg highlighted 
that some anorexic families did conform to Minuchin’s concept of a psychosomatic 
family, while others did not. This pattern applied equally in the non-clinical group.
They concluded that there was no particular pattern to which eating-disordered 
families conformed.
Family Environment Scale (FES; Moos & Moos, 1981)
The FES measures three areas of family functioning: interpersonal relationships 
(including cohesion, expressiveness and conflict); personal growth; and basic 
organisational structure. With few exceptions, studies using the FES find greater 
family pathology in eating disorder populations (Blouin, Zuro & Blouin, 1990; Hodges, 
Cochrane & Brewerton, 1998; Shisslak, McKeon & Cragg, 1990; Stern et al., 1989; 
Strauss & Ryan, 1987). This is replicated in non-clinical populations, comparing 
groups with different levels of eating pathology (Bailey, 1991; Felkner & Stivers,
1994; Hastings & Kern, 1994; Scalf-Mclver & Thompson, 1989).
With regard to the particular subscales of the FES identified as relevant, findings are 
often inconsistent. However, lower cohesion, less expressiveness and greater conflict 
have emerged as relevant to eating disorder groups in a number of studies (e.g., 
Bailey, 1991; Felkner & Stivers, 1994; Shisslak et al., 1990; Stern et al., 1989). The 
finding of lower cohesion is in contrast to the observations and theory of Minuchin et 
al. However, there are exceptions which support Minuchin’s theory when different 
eating disorder groups are compared (e.g., Hodges et al., 1998; Johnson & Flach, 
1985; Strober, 1981). For example, Strober (1981) found greater cohesiveness in 
restrictive anorexic families compared to bulimic anorexic families. In addition, bulimic
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anorexic families reported higher levels of conflict than the restricting anorexic 
families. More recently, Hodges et al. (1998) found anorexic subjects reported greater 
cohesion than binge eating disorder subjects.
It is difficult to draw firm conclusions about the relevance of family factors to different 
eating disorder diagnoses, due to the differences between studies in the comparison 
groups used and the lack of replication across these studies. It should also be noted 
that levels of family pathology measured by the FES are also significant in other 
psychiatric conditions (Moos & Moos, 1981). Brookings and Wilson (1994) also 
highlight that point in their non-clinical sample - although the FES did make significant 
contributions to scores on the Eating Disorders Inventory (EDI; Garner, Olmsted & 
Polivy, 1983), it was related to those scales that reflect broader emotional and 
interpersonal problems (rather than the specific eating pathology scales). In addition, 
some studies using dimensional measures of eating psychopathology demonstrate 
only limited associations with bulimic symptomatology (Head & Williamson, 1990; 
Scalf-Mclver & Thompson, 1989). Again, it can be concluded that methodological 
inconsistencies render findings difficult to interpret. In addition, specificity for the 
eating disorders appears to be poor.
Summary
To summarise, the majority of studies report lower levels of family functioning and 
higher levels of negative parenting experiences in eating disorder groups. However, 
studies often fail to predict the severity of eating disorders according to dimensional 
measures of eating attitudes (e.g., Calam & Slade, 1987; Scalf-Mclver & Thompson, 
1989; Waller, 1994; Williams, Chamove & Millar, 1990). In addition, the specific 
nature of family disturbance identified is not consistent, and continues to be hindered 
by methodological differences between studies. Similarly, although differences in 
patterns of family functioning have been identified between different eating disorder 
diagnoses, again findings are inconsistent and are limited by methodological 
variations. Finally, although eating-disordered patients report higher levels of adverse 
parenting experiences, this is also the case for subjects with other psychiatric 
conditions. This suggests poor specificity for eating pathology.
To conclude, in contrast to the clinical literature (which proposes a specific role for 
characteristic family factors) the empirical literature remains inconsistent and vague. 
Empirical findings support the likelihood that perceived parenting experiences are a
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potential aetiological factor and may differ across different eating pathologies. 
However, they lack any specificity regarding the role of parenting in the development 
of eating disorders and regarding the mechanism by which adverse parenting 
experiences may later manifest in eating pathology.
2.3.3 Explanations for the discrepancy between the clinical and empirical 
literatures
There are a number of possible explanations for the discrepancy between the clinical 
and empirical literatures. These include:
1) Parenting is not relevant to the development and maintenance of the eating 
disorders.
2) Parenting is less important than is suggested in clinical literature.
3) Current conceptualisations are poorly elaborated, and use inappropriate 
measures of family functioning.
It is suggested that the first and second explanations are unlikely, given the wealth of 
studies documenting adverse parenting experiences in eating-disordered patients. 
However, there is support for the third explanation. As outlined earlier, although 
existing measures of perceived family interaction are able to differentiate eating- 
disordered women from non-eating-disordered women, their specificity is poor. It is 
argued that this is because they are general measures of family functioning (which 
predict general psychopathology). They are not designed to reflect the specific family 
circumstances that lead to eating psychopathology. A more thoughtful approach 
would be to develop measures that are driven by a theoretical conceptualisation of 
the role of parenting in the development and maintenance of eating disorders. 
However, the conceptualisations with the most empirical backing are primarily 
maintenance-based models (e.g., Fairburn & Cooper, 1989; Fairburn, Shafran & 
Cooper, 1999). These models fail to specify clear and testable links between 
parenting and eating pathology.
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2.3.4 What is needed for a model detailing the role of parenting In the 
development and maintenance of the eating disorders
It is generally agreed that a biopsychosocial framework for understanding the eating 
disorders is required. However, a focus on the psychological component (and in 
particular the role of cognition) have proved most fruitful in terms of generating 
effective treatments. For example, cognitive behaviour therapy (CBT) is currently 
regarded as the treatment of choice for bulimia nervosa (Fairburn, 1997). It specifies 
a fundamental role for cognition and it has a strong empirical base (Vitousek, 1996).
In addition, it is either longer-lasting, quicker in reducing symptoms, or more effective 
than other therapies (e.g., Johnson, Tsho, Janice & Varnado, 1996; Fairburn et al., 
1995). Bulimics undergoing behavioural treatments that do not address cognitions 
are more likely to relapse than those receiving CBT (Cooper & Steere, 1995). 
Cognition therefore appears to be fundamental to our understanding of eating 
disorders.
The effectiveness of CBT is not replicated for anorexia nervosa, where there is 
limited evidence for the effectiveness of any specific therapy (Channon, de Silva, 
Hemsley & Perkins, 1989; Dare, Eisler, Russell, Treasure & Dodge, 2001). However, 
there is evidence regarding the importance of cognition. For example, there are a 
number of characteristic cognitions that have been shown to be important in the 
development and maintenance of eating pathology across the eating disorders.
These include: a) an over-evaluation of weight and shape in determining self-worth 
(e.g., Fairburn, Cooper & Cooper, 1986); b) general negative self-evaluation or low 
self-esteem (e.g., Slade, 1982); and c) distorted cognitions regarding food, weight 
and shape (e.g. Fairburn et al., 1986). In addition, more recent research supports a 
role for deeper-level cognitions, such as unconditional beliefs about the self (e.g., 
Cooper, 1997) and the processes involved in maintaining them (Luck, Waller, Meyer 
& Lacey, under consideration). Indeed, the ineffectiveness of CBT for anorexia 
nervosa has been argued to be a result of the failure of models to include deeper 
level cognitions (e.g., Waller & Kennerley, 2003).
To conclude, the eating disorders are associated with characteristic cognitions and 
cognitive processes. Considering the links between parenting and eating disorders 
and the importance of cognition in the eating disorders, it is argued that a model
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specifying the role of parenting requires an account of how parenting can generate 
cognitive vulnerability to eating pathology.
2.3.5 Do we need a new model?
Although CBT is commonly regarded as the treatment of choice for the eating 
disorders, the models on which treatments are based (e.g., Fairburn & Cooper, 1989; 
Fairburn et al., 1999; Garner & Bemis, 1985) have a number of limitations. For 
example:
1) Conventional CBT models are based on diagnostic categories, despite 
evidence that contradicts the utility of this approach (e.g., Fairburn, Cooper & 
Shafran, 2003; Waller, 1993). (This is explained in more detail in section 
1.3.6).
2) CBT is not effective in all cases of bulimia nervosa. 40-50% of bulimics fail to 
achieve remission following a course of CBT based on conventional models 
(Wilson, 1999).
3) There is little evidence supporting the effectiveness of CBT with anorexics 
(Fairburn et al., 1999).
4) Aetiological factors are not addressed.
5) Conventional models do not incorporate findings that highlight the role of 
emotional regulation in the eating disorders (Heatherton & Baumeister 1991; 
Lacey, 1986; Root & Fallon, 1989; Slade, 1982).
2.3.6 What would be needed in a new model?
Waller and Kennerley (2003) suggest that current conceptualisations of eating 
disorders have failed to integrate research findings that have advanced our 
understanding of the eating disorders. It is argued that the following factors should be 
included in an updated conceptualisation:
1) The conceptualisation should be transdiagnostic.
2) The conceptualisation should take into account schema content (i.e., deeper 
levels of cognition, known as negative core beliefs).
3) The conceptualisation should take into account the cognitive processes that 
might be involved in maintaining eating pathology.
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4) The conceptualisation should account for the role of social and interpersonal 
issues.
5) The conceptualisation should take account of evidence regarding the 
emotional regulation function of eating behaviours.
The evidence highlighting the importance of each of these factors is briefly reviewed 
below.
Evidence for a transdiagnostic approach
At present, the most commonly used conceptualisations are diagnosis-based, with a 
particular focus on bulimia nervosa and anorexia nervosa (e.g., Fairburn, 1997; 
Fairburn et al., 1999). However, as outlined in section 1.2.1, individuals rarely 
maintain a single diagnosis. The more conventional pattern is that individuals will 
move from one diagnosis to another (Agras et al., 2000; Sullivan et al., 1998a). In 
addition, the majority of cases fall within the spectrum of the category Eating Disorder 
Not Otherwise Specified and not the traditional categories of anorexia nervosa and 
bulimia nervosa (Fairburn & Harrison, 2003). Finally, the clinical characteristics of 
eating disorders are remarkably similar. At the attitudinal level, over-evaluation of 
weight and shape and marked fear of fatness are present in both anorexia and 
bulimia. At the behavioural level, both groups engage in strict dieting, and may also 
engage in purging and other compensatory behaviours. Similarly, binge eating does 
not distinguish bulimic and anorexic groups, as a sub-group of anorexics also 
engaging in binge eating (Fairburn et al., 2003). The marked similarity and movement 
across diagnostic categories suggests that similar mechanisms are involved across 
the spectrum of eating disorders. Diagnosis-based accounts are therefore unlikely to 
provide a clear, coherent and generalisable account of the complexity of eating 
pathology (Fairburn et al., 2003). Instead, it is argued that the focus should be on 
explaining pathologies (Waller, under consideration).
Evidence for the role of the schema content
It has been suggested that conventional maintenance models focus too narrowly on 
relatively ‘superficial’ cognitions (i.e., negative automatic thoughts and conditional 
assumptions) regarding weight and shape (e.g., Waller & Kennerley, 2003).
Increasing evidence supports a role for the content of deeper level cognitions, such 
as negative core beliefs (Cooper, 1997; Cooper & Turner, 2000; Hollon & Beck, 1994; 
Leung, Waller & Thomas, 1999; Leung, et al., 2000; Meyer, Waller & Waters, 1998;
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Waller, Ohanian, Meyer & Osman, 2000). Negative core beliefs are unconditional 
negative statements about the self, world or future (e.g., Tm unlovable’, ‘I’m a failure’, 
‘the world is a dangerous place’).
Evidence for the role of cognitive processes
Recent evidence suggests that cognitive processing is relevant to eating pathology. 
For example, experimental methods have demonstrated a significant association 
between bulimic psychopathology and a strong attentional bias towards self-esteem 
threats (e.g., McManus, Waller & Chadwick, 1996; Waller & Meyer, 1997) and 
negative emotions (Rieger et al., 1998). In addition, bulimic women have been shown 
to avoid processing self-esteem threats, where the task involves strategic processing 
(Meyer et al., under consideration). Finally, Waller & Mijatovich (1998) report that the 
subliminal presentation of threat cues (particularly abandonment cues) can trigger 
eating in women with unhealthy eating attitudes. In other words, it appears that 
bulimic women have over-elaborated cognitive representations of threat and negative 
emotions. When those representations are activated, the women try to engage in 
strategies to avoid processing of negative affect). One such strategy includes binge 
eating. To conclude, evidence suggests that cognitive processes are important to our 
understanding of eating pathology.
Evidence for the role of interpersonal difficulties
Interpersonal therapy (IPT) is a treatment that focuses purely on resolving 
interpersonal issues. It does not target the maintaining mechanisms outlined in 
conventional CBT models. However, IPT is as effective as CBT (Agras et al, 2000; 
Fairburn, Jones, Peveler, Hope & O’Connor, 1993; Fairburn et al, 1995). In addition, 
interpersonal difficulties predict poor response to treatment (Agras et al., 2000). This 
evidence supports the proposal that interpersonal difficulties should be addressed in 
conceptualisations of eating disorders.
Evidence for the role of emotional regulation
Binge eating in conventional CBT models of eating disorders is conceptualised as an 
inevitable response to the imposition of strict dietary rules and calorific restriction.
This results in a biological need for food. Strict dieting and a biological need 
culminates in the (almost inevitable) breaking of dietary rules or the eating of 
forbidden foods, which then trigger episodes of binge eating. This model appears to 
explain some binge eating episodes (Waters, Hill & Waller, 2001). However, this
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model is not sufficient in explaining all episodes of binge eating. In particular, there is 
mounting evidence that restrictive and bulimic behaviours can serve to regulate 
emotions (Arnow, Kenardy & Agras, 1992, 1995; Agras & Telch, 1998; Herman & 
Polivy, 1980; Meyer et al, 1998; Waters et al., 2001). For example, systematic 
recording of binge triggers highlights the importance of low mood over and above that 
of hunger (Waters et al., 2001).
2.4 A schema focused cognitive behavioural model of restrictive and bulimic 
pathology
A schema focused cognitive behavioural model of restrictive and bulimic pathologies 
has recently been proposed as an alternative to conventional CBT models (Waller, 
under consideration). Waller’s model attempts to incorporate new evidence in eating 
disorders research, while accommodating existing findings (see above). It also 
proposes specific and testable links between parenting and cognitive vulnerability 
important in the development of eating disorders. In particular, Waller argues that 
schema focused CBT may be indicated for more complex cases that are less likely to 
respond to conventional CBT, such as those with personality pathology, low self­
esteem or a history of severe trauma. A summary of the model is provided below.
Waller’s model is based on the notion that individuals with eating disorders hold 
negative core beliefs (also referred to as schema content). Negative core beliefs are 
defined as ‘strong, unconditional beliefs about the self, world and future’ (e.g., ‘I’m 
unlovable’; Young, 1999). These beliefs develop in response to early environmental 
experiences and demands (Young, 1994). Dysfunctional parenting and/or 
experiences of childhood abuse are therefore particularly relevant. When these 
beliefs are triggered (either by internal or external stimuli), they generate ‘hot 
cognitions’. Hot cognitions are thoughts or images that, in turn, generate negative 
affect. It is suggested that in order to avoid the negative affect, individuals develop a 
number of schema processes. Schema processes are mechanisms that operate to 
protect the individual from intolerable affect, but which also inadvertently reinforce the 
negative core beliefs. It is suggested that the origins of the particular schema 
processes that operate can also be traced to early environmental experiences such 
as parenting. The general, simplified representation of the model outlined thus far is 
presented in figure 1.
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Figure 1. Simple representation of a schema focused representation of negative core 
beliefs and schema processes
Early experiences
Hot cognitions
Trigger
- internal event
- external cue
Environmental factors 
- including early parenting 
experiences
Schema processes
Core beliefs 
- unconditional schema- 
level representations 
- self-maintaining/ 
elaborating
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Two schema processes in particular are thought to be of relevance - schema 
avoidance and schema compensation.
Schema avoidance (or secondary avoidance of affect) is defined as a deliberate or 
unconscious avoidance of intolerable affect once it has been activated. Schema 
avoidance usually takes the form of blocking behaviours (such as binge-eating, drug 
taking, alcohol consumption, excessive spending and dissociation). To illustrate, 
consider the following example: An individual has an abandonment belief (i.e., a 
belief that close relationships will end imminently). She interprets her boyfriend’s low 
mood as evidence that she is about to be rejected. The abandonment belief is 
triggered and she experiences extreme levels of anxiety. In order to block this 
anxiety, she binges. In the short term, she experiences a reduction in the feelings of 
anxiety. However, following the binge, she feels ashamed and thinks “no-one would 
want to be with someone like me”. Hence the abandonment belief is reinforced.
Schema compensation (or primary avoidance of affect) is seen as a process whereby 
the individual develops compensatory beliefs and corresponding behaviours in an 
attempt to compensate for what the negative core belief would suggest. In other 
words, schema compensation is an attempt to avoid triggering negative affect in the 
first place. To illustrate, consider the following example: An individual has a 
defectiveness belief (i.e. the belief that she is in some way internally flawed). In an 
attempt to compensate, she develops the compensatory belief that she must 
persistently strive to achieve higher standards. This could be with regards to work 
and/or with regards to her weight and shape. In the short term, she may achieve 
some degree of success in preventing the triggering of the defectiveness belief and 
the associated negative affect. However, the standards she achieves are never ‘good 
enough’, and the slightest mistake (e.g., a grade B on an exam or weight gain of one 
pound) reinforces the defectiveness belief.
Relationship of schema processes to eating pathology 
It is proposed that secondary avoidance of emotions (schema avoidance) is the 
process in operation in bulimic pathology. This is illustrated in Figure 2. In contrast, it 
is proposed that primary avoidance of emotions (schema compensation) is the 
process in operation in restrictive pathology. This is illustrated in Figure 3. However, 
these processes are not mutually exclusive and can occur sequentially. This 
accounts for the presence of both restrictive and bulimic pathology in most eating
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disorder cases. This is illustrated in Figure 4. It is suggested that the particular 
schema process activated (i.e. primary avoidance or secondary avoidance) depends 
on the intensity of the ‘hot cognitions’. If there is a sudden triggering of a negative 
core belief and the hot cognitions are strong, the affect is more immediate and 
schema avoidance is likely to be selected. If the triggering of the core belief is subtler 
and the hot cognitions are less intense, there is a threat of affect rather than 
immediate affect. In this scenario, it is suggested that the individual is more likely to 
use schema compensation.
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Figure 2. Waller’s schema focused model of bulimic pathology
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Figure 3. Waller’s schema focused model of restrictive pathology
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Figure 4. Waller’s schema focused model of restrictive and bulimic pathology
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2.4.1 Potential strengths of the model:
The strengths of the model lie in the fact that it has attempted to incorporate new 
findings regarding the psychology of eating disorders (outlined earlier). It provides an 
account of the overlap between restrictive and bulimic pathologies, it addresses the 
role of negative affect, and it emphasises the importance of deeper levels of cognition 
and cognitive processes. Interpersonal difficulties can be understood through the 
effects of holding particular negative core beliefs and the impact of the operation of 
schema processes in building and maintaining relationships. The model also provides 
an account of the role of parenting in developing cognitive vulnerability to the eating 
disorders. Finally, it generates specific predictions that can be subject to empirical 
testing.
2.4.2 Current evidence for the model
There is growing evidence supporting some of the key constructs outlined in Waller’s 
model. With regards to the role of negative core beliefs, the following findings have 
been reported:
1) Both anorexic and bulimic women report significantly higher levels of negative 
core beliefs than comparison women (Cooper & Turner, 2000; Leung et al.,
1999).
2) There is a differential association between particular negative core beliefs and 
eating psychopathology in restrictive and bulimic women. For example, 
emotional inhibition (i.e., the belief that one must hide their emotions) and 
defectiveness/shame (i.e., the belief that one is in some way internally flawed) 
are both associated with the severity of bulimic behaviours (Waller et al.,
2000). Differences also exist between diagnostic groups regarding 
associations between eating attitudes and negative core beliefs (Leung et al., 
1999).
3) The presence of negative core beliefs is associated with to failure to benefit 
from conventional CBT (Leung et al., 2000).
The following findings support the role of schema processes and the regulation of 
negative affect:
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1) As mentioned earlier, experimental paradigms demonstrate that: a) bulimic 
women are particularly sensitive to ego threat cues (e.g., Waller & Mijatovich, 
1998); b) bulimic women attempt to avoid processing threatening cues (e.g., 
Waller, Quinton & Watson, 1995); and c) subliminal presentation of threat 
cues triggers eating in women with unhealthy eating attitudes (Meyer &
Waller, 2000).
2) In a direct test of the model, Luck et al. (under consideration) found that 
restrictive pathology was associated with the primary avoidance of affect, 
whereas bulimic pathology was associated with the secondary avoidance of 
affect.
Testing the model is far from complete. With regard to the role of parenting (which is 
the focus of this thesis), two testable hypotheses can be extracted:
1) Negative core beliefs mediate the relationship between parenting and eating 
pathology.
2) Schema processes mediate the relationship between parenting and eating 
pathology.
A study is currently underway to test the first hypothesis. This study is concerned with 
testing hypothesis two.
2.4.3 What do we need to test this aspect of the model?
In order to test this hypothesis derived from the model, the following measures are 
required:
1) A measure of parenting.
2) A measure of schema processes.
3) A measure of eating pathology.
The rationale behind the selection of measures for the latter two requirements is 
more straightforward, and is discussed in the Method section. However, selecting an 
appropriate measure of parenting is more complex. In the review of parenting as an 
aetiological factor (section 1.3.3), it was suggested that the discrepancy between the 
clinical and empirical literature was due to poorly conceptualised theories 
operationalised into inappropriate measures of parenting. A new conceptualisation
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has been outlined above. The issue regarding the need for an appropriate measure 
of parenting remains. The main criticism of existing subjective measures of parenting 
is that they have not been designed with the specific psychopathology of the eating 
disorders in mind. Rather, they are more general measures of family functioning, 
which predict general psychopathology. Consistent with the arguments presented so 
far, it is suggested that a more useful approach would be to use a measure of 
parenting which is specifically designed to tap into the parental origins of the 
cognitive vulnerability important to the development and maintenance of eating 
disorders.
It is argued that existing measures do not fill this requirement. However, a new 
measure of parenting - the Young Parenting Inventory (YPI; Young, 1999) - is 
considered to be a promising alternative. The YPI was designed on the basis of 
clinical experience, and professes to identify the potential origins of seventeen 
negative core beliefs, many of which have been shown to be present in eating 
disorder groups (e.g. Leung et al., 1999). The YPI is a self-report questionnaire 
consisting of 72 statements that one might use to describe their parents (e.g., 
“criticised me a lot”). Each statement is considered to represent a common origin of 
one of the seventeen negative core beliefs. To complete the questionnaire, 
participants are asked to rate (on a six point Likert scale) how well each statement 
describes their mother and their father (ranging from “completely untrue” to 
“completely true”). At face value, the YPI appears to meet the requirements of this 
study (i.e., it aims to tap the origins of cognitive vulnerability in the eating disorders. 
However the YPI has yet to be validated.
The following steps must therefore be completed:
1) The YPI must undergo psychometric validation.
2) If found to be psychometrically valid and reliable, the YPI should be used to 
test the hypothesis that schema processes mediate the relationship between 
parenting and eating pathology.
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2.4.4 Potential research and clinical implications
This study has a number of potential research and clinical implications.
Potential research implications
1) The validation of the YPI could generate a psychometrically sound measure of 
parenting, with the specific use of tapping cognitive vulnerability to the eating 
disorders. It could then be used in further research.
2) The model-testing phase of the study could begin to close the long-standing 
gap between the clinical and empirical literatures regarding the role of 
parenting in the eating disorders.
3) Model testing is vital to the continual pursuit of understanding the eating 
disorders.
Potential clinical implications
1) If the YPI is found to be psychometrically valid, it could be used to help clients 
understand the development of their eating disorder. This understanding 
could then be used to facilitate the challenging of both cognitions and 
behaviour (Padesky, 1994; Young, 1994).
2) The model-testing phase could help develop our understanding of the eating 
disorders, which is vital to the development of effective treatment 
programmes.
2.5 Aims and hypotheses
The first aim of this study is to validate the YPI. This will involve an examination of the 
following psychometric properties: test-retest reliability; internal reliability; construct 
validity; and criterion related/concurrent validity.
The second aim is to test part of Waller’s schema focused cognitive behavioural 
model of eating pathology. In particular, the aim is to test the hypothesis that schema 
processes (i.e., primary and secondary avoidance of emotions) mediate the 
relationship between parenting and eating pathology.
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3. METHOD
3.1 Design
The study was divided into two parts.
Part one - Validation of the YPI
This involved administering the YPI to two groups, a non-clinical student sample and 
a clinical eating-disordered sample. To assess the test-retest reliability of the YPI, a 
proportion of the non-clinical sample were administered the YPI a second time. To 
assess the concurrent/criterion validity of the YPI, the clinical sample and a 
proportion of the non-clinical sample also completed a measure of negative core 
beliefs and a measure of eating pathology3.
Part two -  Model testing
Part two focused on testing the hypothesis that schema processes mediate the 
relationship between parenting and eating pathology. This required measurement of 
three constructs: perceived parenting; eating pathology; and schema processes. 
Measures of the first two constructs (perceived parenting and eating pathology) were 
used in part one. The data gathered were also used for part two. To complete the 
requirements for testing the model, two questionnaires designed to assess the third 
construct (schema processes) were administered to the clinical sample and to a 
proportion of the non-clinical sample4.
The study used a mixed between-groups and correlational design.
3.2 Methods of recruitment
3.2.1 Non-clinical student sample
Under-graduate and post-graduate courses were randomly selected for recruitment. 
Having obtained permission from lecturers, students were asked at the end of their 
class to take part in the study. If students chose to take part, they were given the 
option of completing the questionnaires at that time or returning them to the
3 Sample size requirements differed depending on the analyses to be used. Therefore, to maximise response rate, 
only some of the non-clinical sample were asked to fill in the longer questionnaire pack.
4 The non-clinical participants who were administered the schema process measure were the same participants who 
completed the measure of negative core beliefs and eating pathology (for part one).
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researcher (in the addressed envelope provided) at a later date. Two classes were 
asked to participate in the test-retest analysis. Those who agreed were asked to 
complete the YPI a second time, four weeks later. The non-clinical participants whose 
data would be used for part 2, gave self-reports of height and weight, so that only a 
subjective Body Mass Index (BMI = weight[kg] / height[m]2) was available.
3.2.2 Clinical eating disorder sample
Clients assessed at a specialist eating disorders service were routinely asked to 
complete a battery of questionnaires as part of a comprehensive assessment 
package. That battery included the questionnaires required by this study.
Consecutive referrals to the service from May 2002 until March 2003 were therefore 
asked to give written consent for the information they provided to be used for analysis 
in this study. All patients were weighed and their height was measured, to provide an 
objective Body Mass Index (BMI = weight[kg] / height[m]2).
3.3 Participants
3.3.1 Non clinical sample
The non-clinical sample consisted of 422 students. Of these, 68 (16.2 %) were male 
and 353 (83.6%) were female5. The mean age of the sample was 24.5 years (s.d = 
7.9, range = 18-61). The mean body mass index (BMI) of the sample was 22.6 
(s.d.=3.2, range = 16.1-34.4). Two hundred and forty two (57.3%) participants stated 
their ethnic background to be White British. Eighty-seven (20.6%) of participants did 
not state their ethnic background. The remaining participants stated their background 
as ‘Other White’, ‘Asian’, ‘Mixed’, ‘Chinese’ or ‘Caribbean’.
Due to sample size requirements, all non-clinical participants completed the YPI. Of 
these, 160 also completed the questionnaires measuring negative core beliefs, eating 
pathology and schema processes. The number of participants therefore varied 
between analyses.
3.3.2 Clinical sample
The clinical sample consisted of 79 participants. Of these, only one was male. The 
mean age of the sample was 27.0 years (s.d=7.6, range = 17-53). The mean BMI of 
the sample was 21.6 (s.d=10.1, range = 12.8-60.5). All participants in the clinical
5 One participant did not state their gender.
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sample met criteria for an eating disorder. Diagnoses were made using the criteria 
outlined in the 4th Edition of the Diagnostic and Statistical Manual of Mental Disorders 
(DSM-IV; American Psychiatric Association, 1994). Experienced clinicians made the 
following diagnoses, using a semi-structured interview.
i) Anorexia Nervosa (restrictive subtype) n=13 (mean BMI=15.9, s.d=2.1).
ii) Anorexia Nervosa (bingeing/purging subtype) n=12 (mean BMI=16.1, 
s.d=1.3).
iii) Bulimia nervosa (purging subtype) n=19 (mean BMI=23.4, s.d=8.4).
iv) EDNOS (purging) n=6 (mean BMI=22.0, s.d=3.6).
v) BED n=5 (mean BMI=46.2, s.d=15.4).
vi) EDNOS (restrictive) n=8 (mean BMI=19.3, s.d=1.5).
The diagnoses of 16 cases were not available.
Forty-nine (62%) of the clinical participants stated their ethnic background to be 
White British. Seventeen (21.5%) of them did not state their ethnic background. The 
remaining participants stated their background to be ‘Other White’, ‘Asian’ or ‘Mixed’.
Due to sample size requirements, the clinical sample completed all measures.
3. 4 Materials
Young Parenting Interview (YPI: Young. 1999)
The YPI (Appendix 1) was designed on the basis of clinical experience, and is 
intended to identify the potential origins of seventeen negative core beliefs. It is a 
self-report questionnaire consisting of 72 statements that one might use to describe 
their parents (e.g., “criticised me a lot”). Each statement is considered to represent a 
common origin of one of the following seventeen negative core beliefs:
Emotional deprivation -  the belief that one’s emotional needs will not be met by 
others.
Abandonment -  the belief that close relationships will always end.
Mistrust abuse -  the belief that one will be taken advantage of or abused by others. 
Vulnerability to harm -  the belief that one has no control over threats of illness or 
disaster.
Defectiveness/shame -  the belief that one is inherently flawed.
Failure to achieve -  the belief that one is incapable of succeeding.
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Subjugation -  the belief that one’s opinions, desires and feelings are not as important 
as others.
Self-sacrifice -  the belief that one must always put others first. 
Dependence/incompetence -  the belief that one is not independent and cannot cope 
with every day tasks.
Unrelenting standards -  the belief that only the highest standards are acceptable. 
Entitlement -  the belief that one is entitled to anything without consideration for 
others.
Insufficient self-control/self discipline -  the belief that one is unable to control their 
impulses or feelings.
Enmeshment -  the lack of identity, as a result of emotional over involvement with 
others.
Negativity/pessimism -  the belief that nothing will ever turn out as one would like. 
Emotional inhibition -  the belief that one should hide their emotions.
Punitiveness -  the belief that others will always punish one.
Approval-seeking - the ongoing desire to gain approval from others.
To complete the questionnaire, participants are asked to rate on two six-point Likert 
scales how well each statement describes their mother and their father (ranging from 
“completely untrue” to “completely true”).
The questionnaire has yet to be validated but is used clinically. For clinical purposes, 
the number of high scores for each parent is examined, relative to each negative core 
belief. The therapist can then discuss with the client which negative core belief/s each 
parent may have had a role in creating.
Young Schema Questionnaire -  short form (YSQ-S: Young. 1998)
The YSQ-S (Appendix 2) is a 75-item self-report questionnaire, assessing the likely 
presence of fifteen negative core beliefs. The core beliefs include all those outlined in 
the YPI description (above), excluding negativity/pessimism, punitiveness and 
approval-seeking. In addition the YSQ-S assesses the core belief ‘social isolation’ -  
the belief that one does not fit in to any social group. The YSQ-S was derived from 
the original YSQ-Long version (YSQ-L; Young & Brown, 1994), consisting of 205 
items. Each core belief in the YSQ-S is assessed by five statements that one might 
use to describe oneself (e.g., “I don’t fit in”). To complete the questionnaire, 
participant’s rate on a six-point Likert scale how well the statement describes them
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(ranging from “completely untrue of me” to “describes me perfectly”). Higher scores 
indicate a greater likelihood that the negative core belief is relevant for that individual.
Validation studies support the use of the YSQ-L in non-clinical and general clinical 
groups (e.g. Lee, Taylor, & Dunn, 1999; Schmidt, Joiner, Young & Telch, 1995) and 
in eating disorder groups (Waller, et al., 2000; Leung, et al., 2000). The YSQ-S 
consists of the 15 constructs validated by Schmidt et al, using the five highest loading 
items for each construct. The YSQ-S has undergone less psychometric scrutiny. 
However, recent studies support its use. For example, Waller, Meyer & Ohanian 
(2001) administered the YSQ-S to a group of bulimic women and a non-clinical 
comparison group. They found the YSQ-S to have good internal reliability, and good 
discriminant validity. Waller et al. (2001) acknowledged the need for test-retest 
reliability analysis and investigation using less homogenous samples. However, they 
concluded that the YSQ-S was a reasonable alternative to the longer version. Stopa, 
Thorne, Waters & Preston (2001) compared the YSQ-S and the YSQ-L using a more 
heterogenous psychiatric outpatient sample, and found relatively comparable 
psychometric properties across both scales. More recently Welburn, Coristine, Dagg, 
Ponefract and Jordan (2002) examined the psychometric properties of the YSQ-S 
using a sample of psychiatric day treatment clients. An exploratory factor analysis 
revealed high correspondence with the proposed internal structure of the 
questionnaire. Good support for the construct validity of the questionnaire was 
therefore demonstrated. In addition, the 15 scales each demonstrated good internal 
consistency. Finally significant associations with psychiatric symptomatology 
(measured by the Brief Symptom Inventory; Derogatis, 1994) support the concurrent 
and construct validity of the questionnaire. Although there is a need for test-retest 
reliability analysis, it can be concluded that investigations to date support the use of 
the shorter version.
As the YPI is designed to determine the origins of core beliefs, the YSQ-S was used 
to assess the criterion/concurrent validity of the YPI in part one (the validation of the 
YPI).
The Young Compensation Inventory (YCI: Young. 1995)
The YCI (Appendix 3) was administered as a measure of schema processes for part 
two - the model-testing phase of the study. The YCI measures primary avoidance of
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the activation of affect. In other words, it assesses the methods that individuals use to 
compensate for their negative core beliefs, and thus avoid the activation of affect 
(Luck et al., under consideration; Waller, under consideration). It is a self-report 
questionnaire consisting of 48 statements (e.g., “I usually put my own needs before 
those of others”). Participants are asked to rate on a six-point Likert scale how well 
the statement describes them (ranging from “completely untrue of me” to “describes 
me perfectly”). Higher scores are indicative of a stronger tendency to engage in that 
form of compensation to avoid the activation of affect.
The YCI has recently been validated on an eating disorder population (Luck et al, 
under consideration). It was found to have good psychometric properties, including 
good internal consistency and acceptable test-retest reliability. Factor analysis of the 
YCI identified three strong factors: social control; personal control; and individuality. 
Social control refers to the primary avoidance of emotional activation through control 
of others. Personal control refers to the primary avoidance of emotional activation 
through controlling the self. Individuality refers to the primary avoidance of emotional 
activation through independence and rebellion against society. Each scale 
discriminated eating-disordered and non-eating-disordered groups. As these findings 
are novel, replication and further investigation on other clinical groups is required.
The Younq-Ryqh Avoidance Inventory (YRAI; Young & Rvah. 1994)
The YRAI (Appendix 4) was administered as a measure of schema processes for part 
two - the model-testing phase of the study. The YRAI measures secondary avoidance 
of affect. In other words, it assesses the methods that individuals use to avoid affect 
once it has been triggered. It is a self-report questionnaire consisting of 40 
statements (e.g., “I try not to think about things that upset me”). Participants are 
asked to rate on a six point Likert scale how well the statement describes them 
(ranging from “completely untrue of me” to “describes me perfectly”). Higher scores 
are indicative of a stronger tendency to engage in that form of affect avoidance.
The YRAI has recently been validated on an eating disorder population (Luck et al, 
under consideration) and was found to have good psychometric properties, including 
good internal consistency and acceptable test-retest reliability. Factor analysis of the 
YRAI, identified two scales: behavioural/somatic avoidance; and cognitive/emotional 
avoidance. Behavioural/somatic avoidance describes the secondary avoidance of 
emotions through behavioural avoidance of situations and a focus on somatic
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symptoms. Cognitive/emotional avoidance describes the secondary avoidance of 
emotions through blocking aversive thoughts and emotions. Identification of these 
scales supported the findings of a smaller study (Spranger, Waller & Bryant-Waugh,
2001). Good discriminant validity was demonstrated, with the eating-disordered group 
scoring significantly higher than the non-eating disordered group on 
behavioural/somatic avoidance, but significantly lower than the non-eating-disordered 
group on cognitive/emotional avoidance. This suggests that cognitive/emotional 
avoidance is perhaps the more adaptive method of avoiding affect, and 
behavioural/somatic avoidance is the more maladaptive method. However, given the 
preliminary nature of the evidence to date, these findings need to be replicated and 
extended to other groups.
Eating Disorders Inventory (EDI; Garner, Olmsted & Poliw. 1983)
The EDI (Appendix 5) is a commonly used self-report instrument for problems related 
to eating disorders. The scale consists of three eating attitude scales and five ego 
dysfunction scales. The three eating attitude scales are: Drive for thinness (fear of 
weight gain and a preoccupation with dieting); Bulimia (a tendency to think about and 
engage in bulimic behaviours such as bingeing and vomiting); and Body 
Dissatisfaction (extreme dissatisfaction with body shape). The ego dysfunction scales 
are: Ineffectiveness (feelings of emptiness and isolation); Perfectionism (a belief that 
only the highest standards are acceptable); Interpersonal distrust (a mistrust of 
others); Interoceptive Awareness (a difficulty identifying and responding appropriately 
to emotional states); and Maturity Fears (a desire to go back to the security of 
childhood). Only the three eating attitude scales were used in the analysis, because 
eating pathology is the construct of interest.
The EDI has been shown to have good internal consistency (Garner, 1991) and good 
test-retest reliability (Wear & Pratz, 1987). The construct validity of the scale is 
supported by significant correlations between the EDI and the Eating Attitudes Test 
(EAT-26; Garner, Olmsted, Bohr & Garfinkel, 1982). In addition, scores on the body 
dissatisfaction scale are highly comparable with discrepancies between ideal and 
actual body weight (Garner, 1991). Discriminant validity for eating and non-eating 
disordered groups has been demonstrated. Furthermore, the bulimia scale 
distinguishes restrictive and bulimic anorexics (Garner, Olmsted & Polivy, 1983).
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The reasons for administering the EDI were twofold. Firstly, it is suggested in this 
study that parenting is related to eating pathology. Therefore, in part one (the 
validation phase of the study), the EDI will be used to assess the concurrent/criterion- 
related validity of the YPI. Secondly, the EDI will be used as the measure of eating 
pathology for part two -  the model-testing phase of the study.
3.5 Procedure
Ethical approval was obtained from the following bodies: the Local Ethical Committee 
(Appendix 6); the University Ethics Committee (Appendix 7); and the Local Research 
and Development Committee (Appendix 8).
The recruitment procedure outlined in section 3.2 was followed. It was emphasised to 
all participants that participation was voluntary, that the information they provided 
would be kept confidential, and that they could withdraw at any time. For the clinical 
sample, it was also emphasised that taking part would not affect any treatment they 
would receive. The following support services were also established for participants. 
For the non-clinical student sample the researcher waited for a limited period of time 
following each administration to allow the participants immediate access to support.
In addition, a contact telephone number and e-mail address were provided for all 
participants. Clinical participants were also informed that they could contact the 
therapist who conducted the assessment. All participants were given an information 
sheet, and informed and written consent was obtained. Participants also completed a 
front sheet stating their age, date of birth and ethnic origin. Those taking part in the 
test-retest group were also asked to state their University Registration Number to 
allow the two administrations to be matched. (The information sheet, consent form 
and front sheets for the student samples and clinical sample are provided in 
Appendix 9 and 10 respectively). No incentives were offered for participation.
3.6 Statistical analysis
Mean scores of each subscale for each questionnaire were computed. The 
distribution of the data properties (skewness and kurtosis) was inspected at each 
stage of analysis, using corresponding probability plots to compare against normal 
distribution. If distributional assumptions necessary for parametric analysis were 
fulfilled, and the scales were at least interval in their level of measurement, then
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parametric data analyses were used. If the variable failed to meet the criteria 
necessary for parametric analysis then the equivalent non-parametric analyses were 
conducted to determine if different results were obtained. As the findings of the non- 
parametric analyses did not differ from the parametric analyses, the parametric 
findings are reported throughout.
Part one -  the validation of the YPI
Two direct oblimin factor analyses were used to determine the factor structures of the 
YPI in the non-clinical sample. The oblimin method was used because it was 
expected that the factors would be correlated. One analysis was conducted on the 
scores regarding perceptions of maternal behaviours, and the other on the scores 
regarding perceptions of paternal behaviours. Substantial overlap of factors and 
items across the two factor structures allowed the generation of a single overlapping 
factor structure (see Results). Cronbach’s alpha was then used to assess the internal 
consistency of items within the resulting scales. An acceptable alpha level was taken 
to be 0.65 or greater (Nunnally, 1978). Test-retest reliability was conducted over a 
four-week period, using 31 of the non-clinical participants. Test-retest reliability was 
determined through two-tailed paired t-tests and Pearson’s correlations. The results 
of the internal consistency analysis and test-retest reliability were used to construct a 
final YPI scale, labelled the YPI-R. Gender differences on YPI-R scales were 
determined through t-tests. Discriminant validity was assessed using a Multivariate 
Analysis of Variance to compare the clinical and non-clinical groups on each of the 
YPI-R scales. Criterion/concurrent validity was assessed using Pearson’s correlations 
to determine the relationships between a) the YPI-R and the YSQ-S and b) the YPI-R 
and the EDI.
Part two - Model testing
Testing the hypothesis involved two stages. Stage one involved identifying the 
relevant parenting factors, schema processes and eating pathology for each group. 
Therefore, Pearson’s correlations were conducted to determine significant 
associations within each group of: YPI-R scales, YRAI and YCI scales, and eating 
pathology (EDI eating scales and BMI). Stage two involved following the mediational 
analysis procedure outlined by Baron and Kenny (1986), based on multiple 
regression analysis (forced entry method).
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4. RESULTS
4.1 Overview
The results section is divided into two parts. Part one (section 4.2) refers to the 
validation of the YPI, while part two refers to the model-testing phase of the study.
Part one (section 4.2) is divided into the following: factor analyses of the YPI; test- 
retest reliability of the YPI; a description of the final YPI-revised (YPI-R) scales; 
discriminant validity of the YPI-R; gender differences on the YPI-R; and 
concurrent/criterion validity of the YPI-R. Part one closes with a summary of the 
validation.
Part two (section 4.3) tests the hypothesis that schema processes mediate the 
relationship between parenting and eating pathology. This involves following the 
mediational analysis procedure outlined by Baron and Kenny (1986).
4. 2 Part 1 - Validation of the YPI
4.2.1 Construct validity - Factor analyses of the YPI
The non-clinical YPI data were subject to two direct oblimin factor analyses. One was 
conducted on the scores regarding perceptions of maternal behaviours, and the other 
on the scores regarding perceptions of paternal behaviours. Separate analyses were 
conducted to allow for the possibility that factor structures for mothers and fathers 
could be different. For each factor analysis, factors were included if they had an 
eigenvalue of greater than 1, and items were included if they had a loading of 0.4 or 
above (Comrey & Lee, 1992). If items were regarded as having poor face validity, 
they were excluded. Only the remaining items were used to compute Cronbach’s 
alpha and generate labels for each factor.
4.2.1.1 Factor analysis of YPI scores regarding perceptions of maternal behaviours
The factor structure for the maternal scores is presented in Table 1, along with the 
factor loadings for each item, the percentage of variance explained by each factor, 
and the Cronbach’s alpha for each resulting scale.
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As shown in Table 1, eleven factors were produced. Items loading on each factor 
were examined and the following labels were assigned: emotionally inappropriate 
parenting; abusive parenting; belittling parenting; overprotective parenting; 
pessimistic/fearful parent; unboundaried parenting; controlling parenting; perfectionist 
parenting; punitive parenting; emotionally inhibited parent; and conditional/narcissistic 
parenting. Strong internal consistency (indicated by high Cronbach’s alphas) was 
demonstrated for each factor. The labels generated are consistent with many of the 
constructs the test developer intended (Young, 1998). Overall, the factor analysis of 
maternal scores supports the construct validity of the questionnaire.
4.2.1.2 Factor analysis of YPI scores regarding perceptions of paternal behaviours
The above process was repeated for paternal YPI scores. The results are detailed in 
Table 2 overleaf. As shown in Table 2, the factor analyses of YPI scores for fathers 
produced 14 factors. They were labelled: emotionally inappropriate parenting; 
emotionally inhibited parent; punitive parenting; abusive parenting; overprotective 
parenting; pessimistic/fearful parent; belittling parenting; unboundaried parenting; 
controlling parenting; incapable parent; perfectionist parenting; overindulgent 
parenting; and conditional/narcissistic parenting. No satisfactory label could be 
generated for the remaining construct (Factor 3). Internal consistency was strong for 
all factors with the exception of factor 3 (no label assigned) and factor 13 
(overindulgent parenting). Overall, the paternal factor structure supports the construct 
validity of the questionnaire.
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4.2.1.3 Overlapping factor structure
The pattern of loadings for paternal scores followed a similar pattern to that of the 
maternal factor scores, with similarly labelled factors. Had the factor structures for 
maternal and paternal scores differed greatly, separate scales would have been used 
in further analysis. However, because of the substantial overlap of individual items 
and factors, an overlapping factor structure was generated, using only those items 
and factors that were common to both parents. This provided a simpler, more 
coherent set of scales, enabling generation of a single scoring template. The 
combined factor structure is detailed in Table 3 (overleaf).
As detailed in Table 3, the overlapping factor structure produces 11 factors common 
to both parents: emotionally depriving parenting; abusive parenting; overprotective 
parenting; belittling parenting; perfectionist parenting; pessimistic/fearful parent; 
unboundaried parenting; controlling parenting; emotionally inhibited parent; punitive 
parenting; and conditional/narcissistic parenting. The first factor (emotionally 
depriving parenting) was constructed from the factors labelled emotionally 
inappropriate parenting in the separate factor structures. However, when these were 
combined the remaining items were better reflected by the label ‘emotionally 
depriving parenting’ and hence the factor was renamed.
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In order to construct a psychometrically valid final common scale, the following 
criteria were used to determine whether a factor would be included. For both parents:
1) The Cronbach’s alpha of the factor must be greater than 0.65 (Nunnally, 
1978).
2) The test-retest reliability findings must indicate a non-significant t-test result 
(i.e., overall scores are stable) and a significant correlation between mean 
scores at the two administration times.
Examination of the Cronbach alpha levels for each factor reveals that Factor 2 
(abusive parenting) and Factor 7 (unboundaried parenting) do not have an 
acceptable level of internal inconsistency. These factors were therefore excluded. 
Test-retest reliability analysis was then conducted to allow examination of criterion 2.
4.2.2 Test re-test reliability
YPI scores at time one were compared to YPI scores at time two (approximately 4 
weeks later). The results of paired t-tests and Pearson’s correlation coefficients are 
detailed in Table 4 below.
Table 4 Test re-test reliability of combined YPI scales across a four-week period (non clinical females)
YPI factors Time 1 Time 2 Paired samples t- Pearson’s
test correlation
M (SD) M (SD) t P r P
Emotionally deDrivina
Mothers 1.55 (0.60) 1.64 (0.72) 0.91 NS 0.74 .001
Fathers 2.19 (0.84) 2.19 (0.80) 0.00 NS 0.83 .001
Overorotective
Mothers 1.99 (1.08) 1.99 (1.03) 0.27 NS 0.83 .001
Fathers 1.88 (1.07) 1.86 (1.04) 0.17 NS 0.85 .001
Belittlina
Mothers 1.08 (0.21) 1.08 (0.17) 0.24 NS 0.82 .001
Fathers 1.17 (0.39) 1.09 (0.23) 1.19 NS 0.60 .002
Perfectionist
Mothers 3.73 (1.22) 4.01 (1.13) 1.67 NS 0.73 .001
Fathers 3.93 (1.18) 4.07 (1.20) 0.81 NS 0.75 .001
Pessimistic/fearful
Mothers 1.92 (0.76) 1.85 (0.75) 0.47 NS 0.51 .009
Fathers 1.81 (0.70) 1.82 (0.87) 0.08 NS 0.72 .001
Controllina
Mothers 1.37 (0.50) 1.55 (0.83) 1.83 NS 0.83 .001
Fathers 1.36 (0.55) 1.48 (0.86) 1.25 NS 0.85 .001
Emotionally inhibited
Mothers 2.64 (1.02) 2.83 (1.01) 1.33 NS 0.73 .001
Fathers 3.64 (1.41) 3.65 (1.17) 0.08 NS 0.79 .001
Punitive
Mothers 2.10 (1.00) 1.96 (1.06) 1.20 NS 0.83 .001
Fathers 2.27 (1.24) 2.13 (1.30) 1.63 NS 0.95 .001
Conditional/narcissistic
Mothers 2.39 (1.28) 2.27 (0.24) 1.09 NS 0.89 .001
Fathers 2.50 (1.41) 2.60 (1.40) 1.06 NS 0.94 .001
Note: n = 31
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Had significant results emerged, it would have been necessary to examine mean 
differences due to the risk of a type 1 error. However, the paired t-tests comparing 
YPI scores for the remaining nine factors show no significant difference in mean 
scores (P < .05) between time 1 and time 2. In addition, Pearson’s correlation 
coefficients are all highly significant. The remaining nine factors therefore have 
acceptable test-retest reliability.
4.2.3 The final Young Parenting Inventory -  Revised (YPI-R) scale
The final scales of the YPI-R are listed in Table 5, along with their factor loadings and 
corresponding Cronbach’s alphas.
Table 5 Final scales for the Young Parenting Inventory -  Revised (YPI-R)
YPI-R scale No. Item Loading Maternal
Cronbach’s
alpha
Paternal
Cronbach’s
alpha
Emotionally 1 Loved me, treated me as someone M -.611 0.91 0.92
depriving parenting special. P -.679
2 Spent time with and paid attention to M -.645
me. P - .739
3 Gave me helpful guidance and M -.612
direction. P - .685
4 Listened to me, understood me, M -.620
shared feelings with me. P - .644
Overprotective 14 Worried excessively that I would get M .808 0.84 0.84
parenting hurt. P .806
15 Worried excessively that I would get M .799
sick P .789
17 Overprotected me. M .752
P .793
18 Made me feel I couldn't rely on my M .528
decisions or judgment. P .523
19 Did too many things for me instead of M .616
letting me do things on my own. P .675
20 Treated me as if I were younger than I M .709
really was P .747
Belittling parenting 22 Made me feel unloved or rejected. M .700 0.91 0.89
P .641
23 Treated me as if there was something M .725
wrong with me. P .792
24 Made me feel ashamed of myself in M .714
important respects. P .596
26 Treated me as if I was stupid or M .725
untalented. P .825
27 Didn't really want me to succeed. M .673
P .827
28 Expected me to be a failure in life. M .748
P .885
29 Treated me as if my opinions or M .747
desires didn't count. P .791
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YPI-R scale No. Item Loading Maternal
Cronbach’s
alpha
Paternal
Cronbach’s
alpha
Perfectionist 37 Had very high expectations for M .764 0.67 0.69
parenting him/herself. P .622
38 Expected me to do my best at all times M .678
P .566
39 Was a perfectionist in many areas; M .648
things had to be “just so”. P .787
Pessimistic/fearful 16 Was a fearful or phobic person M .535 0.77 0.73
parent P .507
56 Worried a lot about the family's M .403
financial problems. P .458
58 Had a pessimistic outlook; often M .824
expected the worst outcome. P .834
59 Focused on the negative aspects of M .831
life or things going wrong. P .830
Controlling 31 Controlled my life so that I had little M -.704 0.78 0.70
parenting freedom of choice. P .716
53 I felt that I didn't have enough M -.759
individuality or sense of self separate P .693
from him/her.
54 I felt that I didn't have my own sense of M -.772
direction while I was growing up P .500
because he/she was such a strong
person.
Emotionally 5 Was warm and physically affectionate M -.573 0.71 0.80
inhibited parent P -.541
61 Was uncomfortable expressing M .744
affection or vulnerability. P .739
64 Was private; rarely discussed his/her M .620
feelings. P .807
Punitive parenting 65 Would become angry or harshly critical M .578 0.74 0.79
when I did something wrong. P -.778
66 Would punish me when I did M .792
something wrong. P -.765
67 Would call me names (like “stupid” or M .564
“idiot”) when I made mistakes. P -.761
Conditional/ 69 Was concerned with social status and M .845 0.79 0.77
narcissistic appearance. P .827
parenting
70 Placed strong emphasis on success M .723
and competition. P .703
71 Was concerned with how my M .779
behaviour would reflect on him/her in P .747
the eyes of others.
72 Seemed to love me more or pay more M .572
attention to me when I excelled. P .577
Note: M= maternal loading, P= paternal loading
It should be noted that YPI-R scores represent recollections of childhood experiences 
based on perceptions of parental behaviour1.
1 The parenting scales do not represent actual behaviour by the parent, but perceptions o f  maternal and 
paternal behaviours. For the convenience o f  the reader, from this point forward, the parenting scales 
will be capitalised to remind the reader that the scales represent constructs regarding perceptions o f  
parental behaviours rather than actual parental behaviours.
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With this in mind, each scale is described below:
1) Emotionally Depriving Parenting -  This scale reflects a pattern of parenting 
that nurtures and responds to the emotional needs of the child. On this scale, 
the item scores are reversed. Thus, a high score reflects a failure by the 
parent to emotionally nurture the child. A low score reflects appropriate 
emotional nurturing by the parent.
2) Overprotective Parenting -  This scale reflects a pattern of parenting that 
overprotects the child. A high score indicates that the parent is overprotective, 
worrying excessively and failing to foster the child’s independence. A low 
score indicates that the parent is not overprotective.
3) Belittling Parenting -  This scale reflects behaviour in the parent that belittles 
the child, leaving the child feeling defective. A high score indicates a greater 
intensity of belittling behaviour by the parent. A low score indicates that the 
parent was not belittling in their behaviour.
4) Perfectionist Parenting - This scale reflects the parents’ expectations for 
themselves as well as for their child. A high score indicates that the parent 
expected perfection of themselves and of their child. A low score indicates 
that the parent had more relaxed standards for themselves and their child.
5) Pessimistic/Fearful Parent -  This scale reflects anxious, fearful traits in the 
parent. A high score indicates an angst-ridden parent, with a pessimistic 
outlook on life. A low score indicates the absence of these traits.
6) Controlling Parenting -  This scale reflects a pattern of parenting that controls 
or inhibits the child’s independence. A high score indicates that the parent is 
highly controlling, limiting the development of the child’s sense of self. A low 
score indicates that the parent is not controlling, but rather allows the child to 
become independent and make their own decisions.
7) Emotionally Inhibited Parent -  This scale reflects the parent’s ability to share 
their feelings with their child. A high score indicates that they do not share 
their feelings with their child. A low score indicates that they are able to share 
their feelings with their child.
8) Punitive Parenting - This scale reflects a pattern of parenting that is punitive of 
the child’s mistakes. A high score indicates a greater level of punitive 
behaviour. A low score indicates low levels of punitive behaviour.
9) Conditional/Narcissistic Parenting -  This scale reflects behaviour by the 
parent that implies that positive regard for the child is conditional on the child’s
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success. A high score indicates a high level of conditional acceptance by the 
parent. A low score indicates that positive regard for the child is unconditional.
All scales represent robust factors with high internal consistency and good test-retest 
reliability. The construct validity of the final scale is therefore supported.
4.2.4 Discriminant validity
Discriminant validity was assessed by determining whether the YPI-R distinguished 
between clinical and non-clinical groups. The findings of the Multivariate Analysis of 
Variance are presented in Table 6, which also shows the mean and standard 
deviation for each group on each scale. The overall effect of group was significant 
(£ = 263.44; P < .01).
Table 6 Multivariate Analysis of Variance - Clinical and non-clinical group comparisons on YPI-R scales
Non clinical Clinical group Univariate Effects
group
YPI-R scales M (SD) M (SD) F df P
Emotionally depriving mothers 1.91 (1.04) 3.21 (1.44) 75.07 18 436 .001
Emotionally depriving fathers 2.39 (1.25) 3.57 (1.53) 45.32 18 436 .001
Overprotective mothers 2.09 (1.00) 2.83 (1.40) 26.53 18 436 .001
Overprotective fathers 1.88 (0.93) 2.25 (1.02) 8.47 18 436 .004
Belittling mothers 1.28 (0.67) 2.23 (1.33) 78.00 18 436 .001
Belittling fathers 1.35 (0.77) 2.34 (1.44) 66.46 18 436 .001
Perfectionist mothers 3.47 (1.16) 3.48 (1.35) 0.01 18 436 .924
Perfectionist fathers 3.63 (1.24) 3.80 (1.48) 1.00 18 436 .318
Pessimistic/fearful mothers 2.10 (1.12) 2.98 (1.38) 31.19 18 436 .001
Pessimistic/fearful fathers 1.93 (0.97) 2.67 (1.18) 29.82 18 436 .001
Controlling mothers 1.61 (0.90) 2.60 (1.56) 51.73 18 436 .001
Controlling fathers 1.51 (0.83) 2.22 (1.30) 33.81 18 436 .001
Emotionally inhibited mothers 2.69 (1.20) 3.47 (1.60) 21.18 18 436 .001
Emotionally inhibited fathers 3.35 (1.31) 4.31 (1.46) 28.07 18 436 .001
Punitive mothers 2.13 (1.07) 2.84 (1.41) 22.08 18 436 .001
Punitive fathers 2.25 (1.22) 3.06 (1.61) 21.28 18 436 .001
Conditional/narcissistic mothers 2.56 (1.17) 3.10 (1.27) 10.88 18 436 .001
Conditional/narcissistic fathers 2.56 (1.19) 3.18 (1.40) 13.71 18 436 .001
Note: Non clinical group: n = 63; Clinical group: n = 392
As shown in Table 6, the clinical group scored significantly higher than the non- 
clinical group on all YPI-R scales with the exception of Perfectionist Mothers and 
Perfectionist Fathers. The YPI-R therefore has good discriminant validity.
4.2.5 Gender differences on the YPI-R
Prior to further analysis, it was necessary to identify whether males and females view 
their parents differently. If this were the case, further analyses would separate male 
and female participants. A number of t-tests were therefore conducted to test for
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significant gender differences for each of the final YPI-R scales. The results are 
detailed in Table 7 below.
Table 7 Gender differences on the YPI-R scales
YPI-R scales
M (SD)
Statistic
t
]> value
Emotionally deDrivina mothers
Females 2.00 (1.07) 0.63 NS
Males 1.91 (1.06)
Emotionally deDrivina fathers
Females 2.69 (1.31) 2.04 .042
Males 2.34 (1.26)
Ovemrotective mothers
Females 2.11 (1.00) 0.53 NS
Males 2.18 (1.06)
Ovemrotective fathers
Females 1.92 (0.96) 1.31 NS
Males 1.76 (0.85)
Belittlina mothers
Females 1.28 (0.64) 0.33 NS
Males 1.31 (0.86)
Belittlina fathers
Females 1.33 (0.72) 1.44 NS
Males 1.48 (0.94)
Perfectionist mothers
Females 3.53 (1.18) 1.42 NS
Males 3.31 (1.09)
Perfectionist fathers
Females 3.66 (1.25) 0.66 NS
Males 3.55 (1.22)
Pessimistic/fearful mothers
Females 2.14 (1.11) 0.15 NS
Males 2.12 (1.18)
Pessimistic/fearful fathers
Females 1.95 (0.98) 0.74 NS
Males 1.85 (0.86)
Controllina mothers
Females 1.62 (0.92) 0.79 NS
Males 1.53 (0.75)
Controllina fathers
Females 1.49 (0.81) 0.44 NS
Males 1.54 (0.90)
Emotionally inhibited mothers
Females 2.72 (1.21) 1.55 NS
Males 2.48 (1.05)
Emotionaliv inhibited fathers
Females 3.33 (1.32) 0.96 NS
Males 3.50 (1.33)
Punitive mothers
Females 2.14 (1.09) 0.23 NS
Males 2.11 (1.14)
Punitive fathers
Females 2.21 (1.18) 1.87 NS
Males 2.52 (1.48)
Conditional/narcissistic mothers
Females 2.56 (1.18) 0.63 NS
Males 2.66 (1.98)
Conditional/narcissistic fathers
Females 2.53 (1.17) 1.22 NS
Males 2.73 ■ (1-31)
Note: Females: n = 332-353; Males: n = 66-68
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As indicated in Table 7, males and females differ significantly on one YPI-R scale - 
Emotionally Depriving Fathers. All further analyses on the non-clinical group therefore 
separated males and females. In the clinical group, the only male was excluded. It 
was recognised that this result could be a type 1 error. However, separating males 
and females was considered the more cautious approach. This decision was 
supported by gender differences in the pattern or correlations between the YPI-R, 
YSQ-S and EDI scales reported in section 4.2.6.1 below.
4.2.6 Criterion/concurrent validity
The criterion/concurrent validity of the YPI-R scales was assessed through an 
examination of the correlations with the YSQ-S and with the eating scales of the EDI.
4.2.6.1 Descriptive statistics
Table 8 details descriptive statistics (means and standard deviations) for each group 
on each scale.
Table 8 Mean scores and standard deviations for each group on the YSQ-s and EDI eating scales
Non-clinical males Non-clinical females Clinical females
Scale______________________ M (SD)___________ M (SD)__________ M (SD)
YSQ-S scales
Emotional deprivation 2.21 (1.21) 1.89 (1.07) 3.54 (1.61)
Abandonment 2.44 (1.60) 2.16 (1.11) 3.24 (1.55)
Mistrust/abuse 2.39 (1.26) 2.18 (1.01) 3.46 (1.48)
Social isolation 2.46 (1.42) 1.97 (1.03) 3.64 (1.62)
Defectiveness shame 1.86 (1.12) 1.59 (0.89) 3.73 (1.67)
Failure 1.96 (1.21) 1.88 (1.03) 3.35 (1.51)
Dependence/incompetence 1.95 (1.03) 1.64 (0.69) 3.06 (1.27)
Vulnerability to harm 1.86 (0.97) 1.80 (0.85) 2.95 (1.50)
Enmeshment 1.63 (0.92) 1.51 (0.73) 2.29 (1.33)
Subjugation 2.05 (1.11) 1.83 (0.83) 3.55 (1.48)
Social sacrifice 2.82 (0.99) 3.12 (0.96) 3.71 (1.35)
Emotional inhibition 2.42 (1.14) 2.07 (1.15) 3.17 (1.35)
Unrelenting standards 3.41 (1.18) 3.62 (1.16) 4.64 (1.23)
Entitlement 2.34 (0.86) 2.37 (0.88) 2.48 (0.94)
Insufficient self control/self 
discipline
2.59 (1.24) 2.35 (1.03) 2.98 (1.38)
EDI scales
Drive for thinness 2.20 (3.80) 4.50 (5.46) 15.51 (5.30)
Bulimia 1.21 (2.01) 1.71 (3.27) 7.08 (6.66)
Body dissatisfaction 5.26 (3.94) 10.98 (8.31) 20.26 (6.98)
Note: Non clinical males: n = 34-35; Non clinical females: n = 123-207; Clinical females: n = 62-71
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4.2.6.2 The relationship between YPI-R scales and negative core beliefs.
The YPI is intended to represent the origins of negative core beliefs. Pearson’s 
correlations were therefore calculated in order to test the association of YPI-R factors 
with negative core beliefs measured by the YSQ-S. The correlations for each group 
(non-clinical females, non-clinical males and clinical females) are detailed in Tables 
9, 10 and 11 respectively. Due to the large number of correlations, a lower alpha level 
was selected (p<.0001) to reduce the risk of Type 1 errors. A Bonferonni correction 
could have been conducted to calculate an appropriate alpha level, however the 
statistics programme used would not calculate significance values lower than 0.0001. 
Considering that the alpha level chosen predicts a 1 in 10,000 chance that a Type I 
error may occur, it was considered that the alpha level selected was appropriately 
stringent.
To ease interpretation, Table 12 provides a summary of the significant correlations for 
each group.
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Table 12 Summary of significant correlations between YPI-R scales and YSQ-s scales for all groups (p<.0001)
YSQ-S scale (negative core 
belief)
YPI-R scale Non-clinical
females
Non-clinical
males
Clinical
females
Emotional deprivation Emotionally depriving mothers ✓ - ✓
Emotionally depriving fathers ✓ - ✓
Belittling mothers V - s
Belittling fathers S - s
Pessimistic/fearful mothers ■/ - s
Controlling mothers - s
Controlling fathers •/ - -
Emotionally inhibited mothers s - s
Emotionally inhibited fathers s - s
Punitive mothers ■/ - V
Punitive fathers - -
Conditional/narcissistic mothers - - ✓
Abandonment Pessimistic/fearful mothers •/ - -
Punitive fathers - -
Mistrust/Abuse Emotionally depriving fathers - - ■/
Overprotective mothers - -
Belittling mothers - ✓ -
Belittling fathers - - ✓
Pessimistic/fearful mothers - -
Emotionally inhibited fathers - - ✓
Punitive fathers - -
Conditional/narcissistic fathers V - -
Social isolation Emotional depriving mothers - ✓ -
Emotionally depriving fathers - - ✓
Pessimistic/fearful mothers - -
Controlling mothers -/ - -
Emotionally inhibited mothers - -
Defectiveness/ shame Emotionally depriving fathers - . ✓
Belittling mothers ✓ - -
Failure Overprotective fathers - ✓ -
Belittling mothers ■/ ✓ -
Belittling fathers •/ - -
Pessimistic/fearful fathers s - -
Controlling mothers V - -
Controlling fathers s - -
Punitive fathers V - -
Conditional/narcissistic fathers •/ - -
Dependence/ Overprotective mothers - ✓ -
Incompetence Overprotective fathers - -
Belittling mothers - -
Controlling mothers - s -
Punitive fathers v' - -
Vulnerability to harm Emotionally depriving fathers - . ✓
Overprotective mothers - -
Punitive fathers ✓ - -
Enmeshment Overprotective mothers ✓ -
Pessimistic/fearful mothers ✓ . -
Pessimistic/fearful fathers ■/ . -
Controlling mothers ■/ •/
Controlling fathers - -
Subjugation Emotionally depriving fathers - - ■/
Overprotective mothers ✓ ■/ -
Belittling mothers •/ - -
Controlling mothers s -
Punitive fathers s - -
Conditional/narcissistic fathers - - s
Self sacrifice Controlling mothers - - s
Emotional inhibition Controlling mothers ✓ . .
Controlling fathers ✓ - -
Unrelenting standards Emotionally inhibited mothers ✓ - -
Conditional/narcissistic fathers ✓ - -
Entitlement Conditional/narcissistic fathers ✓ - -
Insufficient self 
control/self discipline
Conditional/narcissistic fathers ✓ ■/ -
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As indicated in Table 12, the associations between the YPI-R and YSQ-S scales do 
not fit a neat pattern (whereby single YPI-R scales correlate significantly with single 
YSQ-S scales). In contrast, single YPI-R scales are commonly associated with a 
number of YSQ-S scales. However, the associations are clinically meaningful (for 
example, Belittling Mothers and Belittling Fathers correlating with the development of 
a failure belief). In addition, for the clinical and non-clinical females, most YPI-R 
scales correlate significantly with the negative core belief Emotional Deprivation. This 
indicates that a range of perceived negative parenting styles is associated with the 
negative core belief that ‘my emotional needs will not be met by others’. It is also 
noticeable that for the non-clinical and clinical females there are a relatively equal 
number of associations between perceptions of negative parenting styles in fathers 
and perceptions of negative parenting styles in mothers. However, for the non-clinical 
male sample, the number of associations is smaller (although this could be due to the 
smaller sample size), and the associations are dominated by perceptions of negative 
parenting styles in mothers.
Finally, it is evident that for the non-clinical females, the YPI-R scales that are 
associated with greatest number of negative core beliefs (i.e., are consistent with 
having the broadest effect) include Controlling Mothers, Punitive Fathers and 
Conditional/Narcissistic Fathers. For the non-clinical males, Overprotective Mothers, 
Overprotective Fathers, Belittling Mothers and Controlling Mothers have the broadest 
effect. For the clinical female sample, Emotionally Depriving Fathers and Controlling 
Mothers appear to have the broadest effect.
To conclude, the associations between the two scales support the 
concurrent/criterion validity of the YPI-R because they are clinically meaningful. 
However, they do not conform to a straightforward pattern. Some negative core 
beliefs are associated with many negative parenting styles (e.g., emotional 
deprivation in the female samples), and some YPI-R scales in each group appear to 
have a broader effect on negative core beliefs than others.
4.2.6.3 The relationship between YPI-R scales and eating pathology
It is also proposed in this study that parenting is related to eating pathology.
Pearson’s correlations were therefore calculated in order to test the association of
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YPI-R factors with the eating scales of the EDI and BMI. Again, a lower alpha level 
was selected (p<.01) to reduce the risk of Type 1 errors.
Table 13 details the findings for the non-clinical female sample. Perceptions of 
Pessimistic/Fearful Mothers, Pessimistic/Fearful Fathers and Punitive Fathers are -f- 
significantly associated with drive for thinness. In contrast, there are no significant 
correlations between the YPI-R scales, the EDI eating scales and BMI (Table 14).
Table 13 Association (Pearson’s rl of YPI-R scales wilh BMI and EDI eating scales (Non clinical female sample).
Correlation with BMI and EDI eating scales
YPI-R scales BMI Drive for thinness Bulimia Body dissatisfaction
Emotionally depriving mothers .166 .094 .062 .028
Emotionally depriving fathers .049 .169 .051 .005
Overprotective mothers .005 .227 .057 .043
Overprotective fathers .072 .141 .047 .088
Belittling mothers .066 .089 .098 -.050
Belittling fathers .088 .203 .128 .010
Perfectionist mothers .017 -.078 .044 -.050
Perfectionist fathers -.054 -.190 .003 -.084
Pessimistic/fearful mothers .014 .274* .104 -.081
Pessimistic/fearful fathers .010 .261* .080 .099
Controlling mothers .038 .204 .081 .026
Controlling fathers .130 .154 .120 .095
Emotionally inhibited mothers .033 .079 .091 -.045
Emotionally inhibited fathers -.069 -.025 -.129 -.145
Punitive mothers .084 .195 .091 .090
Punitive fathers .131 .354** .177 .170
Conditional/narcissistic mothers .115 .184 .115 .162
Conditional/narcissistic fathers .075 .108 .099 .110
Note 1: * p<.01: **p<.001 
Note 2: n = 114-203
Table 14 Association (Pearson’s r) of YPI-R scales with BMI and EDI eating scales (Non clinical male sample).
Correlation with BMI and EDI eating scales
YPI-R scales BMI Drive for thinness Bulimia Body dissatisfaction
Emotionally depriving mothers -.271 -.141 .291 -.149
Emotionally depriving fathers -.072 -.069 .146 -.139
Overprotective mothers -.156 -.014 .164 .120
Overprotective fathers -.316 -.118 .199 . -.039
Belittling mothers -.313 -.124 .395 -.119
Belittling fathers -.029 -.103 .104 -.022
Perfectionist mothers .085 .423 -.108 .291
Perfectionist fathers -.094 .277 .019 .026
Pessimistic/fearful mothers -.153 .027 .251 .197
Pessimistic/fearful fathers -.190 .146 .234 .050
Controlling mothers -.238 -.047 .359 -.152
Controlling fathers -.259 -.175 .187 -.272
Emotionally inhibited mothers -.092 -.191 .158 -.025
Emotionally inhibited fathers -.124 -.232 .024 -.268
Punitive mothers -.153 -.171 .262 -.052
Punitive fathers -.105 -.281 .078 -.137
Conditional/narcissistic mothers -.178 .131 .190 .131
Conditional/narcissistic fathers -.161 .158 .188 -.148
Note: n = 35
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Finally, as shown in Table 15, the YPI-R scale Perfectionist Fathers is significantly 
correlated with drive for thinness. In contrast, the YPI-R scales Emotionally Depriving 
Mothers and Pessimistic/Fearful Mothers are significantly associated with the bulimia 
scale of the EDI.
Table 15 Association (Pearson’s r) of YPI-R scales with BMI and EDI eating scales (Clinical female sample).
Correlation with BMI and EDI eating scales
YPI-R scales BMI Drive for thinness Bulimia Body dissatisfaction
Emotionally depriving mothers .146 .217 .303* .254
Emotionally depriving fathers .165 .110 .152 .243
Overprotective mothers -.042 .107 .038 .107
Overprotective fathers -.066 .222 .089 .148
Belittling mothers .117 .200 .101 .206
Belittling fathers .315 .057 .130 .208
Perfectionist mothers -.039 .181 .046 .050
Perfectionist fathers -.166 .373* -.012 .136
Pessimistic/fearful mothers .086 .131 .319* .281
Pessimistic/fearful fathers .043 .090 .074 .055
Controlling mothers .007 .231 .152 .213
Controlling fathers .009 .159 .165 .290
Emotionally inhibited mothers .150 .157 .275 .285
Emotionally inhibited fathers .239 .174 .098 .248
Punitive mothers .057 .175 .050 .149
Punitive fathers .238 .048 .156 .252
Conditional/narcissistic mothers .168 .130 .193 .135
Conditional/narcissistic fathers .027 .251 .095 .237
Note 1: *p<.01 
Note 2: n = 55-73
4.2.7 Summary of the validation of the YPI
The YPI-R has good test-retest reliability and it discriminates clinical and non-clinical 
groups. In addition, there are significant correlations between some YPI-R scales and 
particular YSQ and EDI scales. The concurrent/criterion validity of the YPI-R is 
therefore also supported. Each step of the validation process supports the construct 
validity of the shorter version of the questionnaire. Overall, it can be concluded that 
the factor analyses of the scores have produced a psychometrically valid scale.
Based on the above validation, the shortened version of the YPI (the YPI-R) and the 
procedure for scoring is presented in Appendix 11.
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4.3 Part 2 - Model testing
‘The association between parenting and eating pathology is mediated by schema 
processes’.
This hypothesis tests part of Waller’s schema based cognitive behavioural model of 
eating disorders (see figure 1).
Testing the hypothesis involved two stages. Stage one involved identifying the 
relevant parenting factors, schema processes and eating pathology. Stage two 
involved conducting a mediational analysis. These are outlined in more detail below.
Stage one
In stage one, the relevant constructs of parenting, schema processes and eating 
pathology had to be refined. This was achieved by identifying associations within 
each group of: YPI-R scales; YRAI and YCI scales; and eating pathology (EDI eating 
scales and BMI)
Stage two
Having identified the relevant constructs, stage two involved conducting the 
mediational analysis procedure outlined by Baron and Kenny (1986). This can be 
divided into two components. First, it was necessary to determine whether the 
relevant YPI-R scales and the relevant YCI and YRAI scales were significant 
predictors of the relevant elements of eating pathology. This was achieved using 
multiple regression analysis. Second, it was necessary to determine whether the 
addition of schema processes to the multiple regression equation weakened the 
relationship between parenting and eating pathology. If the relationship weakened but 
remained significant, it would indicate a partial mediating role for the YCI/YRAI 
scales. If the relationship between the YPI-R scales and eating scales were no longer 
significant, it would indicate that the YCI/YRAI scales were perfect mediators of that 
relationship.
The findings of this procedure are presented for non-clinical females and clinical 
females respectively. Non-clinical males were not tested because of the absence of 
significant associations between parenting and eating pathology (see section 
4.2.6.3.2).
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4.3.1 Model testing for non-clinical females
4.3.1.1 Stage one -  Identifying the relevant parenting factors, schema processes and 
eating pathology.
 ^ Parenting factors and eating pathology
/
Section 4.2.6.3.1 shows that perceptions of mothers and fathers as pessimistic/fearful 
and of fathers as punitive were significantly associated with drive for thinness.
Schema processes
First, descriptive statistics (means and standard deviations) are presented in Table 
16 alongside the findings of a Multivariate Analysis of Variance (to determine group 
differences). The overall effect of group was significant (F = 1694.73; P < .05).
Table 16 Mean scores and standard deviations for each group on the YCI and YRAI scales
Scale
Non clinical females 
M (SD)
Clinical females 
M (SD) F
Univariate effects 
df P
YCI scales
Social control 2.83 (0.72) 3.19(0 .79) 9.57 5 ,1 78 .002
Individuality 2.80 (0.83) 2.94 (0.73) 1.25 5, 178 .264
Personal control 3.43 (1.05) 4 .19(1.30) 18.38 5 ,1 78 .000
YRAI scales
Behavioural-somatic
avoidance
2.87 (0.74) , 4.07 (0.96) 86.97 5, 178 .000
Cognitive emotional 
avoidance
3.27 (0.69) 2.96 (0.75) 8.01 5 ,1 78 .005
Note: Non clinical females: n = 123-206; Clinical females: n =69-73
As shown in Table 16, the clinical group scored significantly higher than the non- 
clinical group on the YCI/YRAI scales social control, personal control and 
behavioural-somatic avoidance. However, the clinical group scored significantly lower 
than the non-clinical group on the YRAI scale cognitive/emotional avoidance.
Pearson’s correlations were conducted to identify which schema processes 
(measured by the YCI and YRAI scales) were significantly associated with the 
relevant parenting and eating pathology scales (outlined above). The findings from 
the Pearson’s correlations are presented in Table 17.
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sample).
Social control
YCI scale 
Individuality Personal
control
YRAI scale
Behavioural- Cognitive 
Somatic avoidance emotional avoidance
YPI-R scales
Pessimistic/ .221* .327** .051 .202** -.205**
Fearful Mothers 
Pessimistic/ .172* .200* .168* .037 -.197**
Fearful Fathers 
Punitive Fathers .291** .191* .143 .255** -.192**
EDI scales
Drive for thinness .484** .135 .190* .360** -.091
Note 1: * p<.05; ** p<.01j[1=tailed) ^  
Note 2: n = 116-205 --------
As indicated in Table 17, the social control and personal control scales of the YCI and 
the behavioural-somatic scale of the YRAI are significantly associated with at least 
one of the relevant parenting factors (Pessimistic/Fearful Mothers, Pessimistic/Fearful 
Fathers and/or Punitive Fathers) and the relevant eating pathology (drive for 
thinness). Having refined the relevant constructs, the model to be tested by the 
mediational analysis is illustrated in Figure 5.
Figure 5 An illustration of the model to be tested for non-clinical females
Eating pathology
Drive for thinness
Pessimistic/fearful mothers 
Pessimistic/fearful fathers 
Punitive fathers
Parenting
Personal control 
Social control 
Behavioural somatic avoidance
Schema processes
4.3.1.2 Stage two -  Mediational analysis
To test the model, first it was necessary to determine whether the relevant parenting 
factors (Pessimistic/Fearful Mothers, Pessimistic/Fearful Fathers and Punitive 
Fathers) and the relevant schema process scales (YCI personal control, YCI social 
control, and YRAI behavioural-somatic avoidance) accounted for a significant 
proportion of the variance in drive for thinness. These findings are presented under 
the labels model A and model B in Table 18.
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Table 18 Multiple regression analyses predicting drive for thinness from the relevant YPI-R and YCI/YRAI scales
(female non clinical sample)
Dependent Overall F p Total % of 
variable Ratio Variance
Independent variables B P
Model A -  Prediction of drive for thinness from YPI 
scales
Drive for 6.98 .001 13.6 Pessimistic/fearful mothers 0.15 .058
thinness Pessimistic/fearful fathers 0.08 .222
Model B -  Prediction of drive for thinness from 
YCI/YRAI scales
Punitive fathers 0.27 .004
Drive for 12.06 .001 22.5 YCI personal control .015 .438
thinness YCI social control .423 .001
YRAI behavioural-somatic 
avoidance
.124 .093
As shown in Table 18, both the parenting factors and the schema process scales 
account for a significant percentage of the variance in drive for thinness (13.6% and 
22.5%, respectively). Table 19 shows the findings of the forced entry of the schema 
process scales followed by the YPI-R scales to predict drive for thinness.
Table 19 Multiple regression analyses -  Test for mediator effects (female non clinical sample)
Dependent
variable
Overall effect Individual predictors
Drive for 
thinness
F df p % variance 
Model C -  Test for mediator effects 
Step 1 (mediators)
IV t B P
12.06 3,111 .001 
Step 2 (parenting)
22.5 YCI personal control 
YCI social control 
YRAI behavioural- 
somatic avoidance
.157
4.40
1.33
.015
.423
.124
.438
.001
.093
8.02 6,108 .001 27.0 Pessimistic/fearful
mothers
Pessimistic/fearful
fathers
.838
.800
.077
.076
.202
.213
Punitive fathers 1.95 .180 .027
Table 20 shows the results of the R2test, which examines whether the percentage of 
variance accounted for by the Parenting scales drops significantly with the entry of 
the YCI and YRAI scales.
Table 20 R2 change statistics (female non clinical sample)
R change F change df1 df2 Sig F change
.062 3.245 3 108 .013
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It is evident from Tables 18, 19 and 20 that the addition of the schema process scales 
reduces the strength of the relationship between the YPI-R scales and drive for 
thinness. This is indicated by the following changes:
1) Punitive Fathers is the only significant individual parenting factor. The 
regression coefficient for Punitive Fathers (B) falls from 0.27 in model A 
(Table 18) to 0.18 in Model C (Table 19).
2) The p-value for Punitive Fathers increases with the entry of the schema 
process scales.
3) The percentage of variance explained by Punitive Fathers dropped from 
13.6% to 4.5% (because 27.0%-22.5% = 4.5%).
4) The R2test is significant (Table 20). This indicates that the reduction in the 
percentage of variance explained by Punitive Fathers drops significantly with 
the entry of the social control variable.
The relationship between Punitive Fathers and drive for thinness weakens but 
remains significant. Also, the YCI social control scale is the only individual significant 
schema process scale. Therefore it can be concluded that primary reduction of affect 
through social control is a partial mediator of the relationship between Punitive 
Fathers and drive for thinness. This relationship is illustrated in Figure 6 below.
Figure 6 An illustration of the pathway between parenting, schema processes and eating pathology for non-clinical 
women
Variance =22.5%
B = 0.42
Punitive fathers
Parenting Eating pathology
Drive for thinnessPrimary avoidance 
through social control
Schema process
B = 0.18 (from 0.27)
Variance = 4.5%  (from 13.6%) 
p = .027 (from .004)
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4.3.2 Model testing for the female clinical sample
4.3.2.1 Stage one -  Identifying the relevant parenting factors, schema processes and 
eating pathology.
Parenting factors and eating pathology
Section 4.2.6.3.3 identified the following significant associations between parenting 
and eating pathology:
1) Perfectionist Fathers was significantly associated with drive for thinness.
2) Emotionally Depriving Mothers and Pessimistic/Fearful Mothers were 
significantly associated with bulimia.
Schema processes
Pearson’s correlations were conducted to identify which YRAI and YCI scales were 
significantly associated with the relevant parenting and eating pathology scales 
(outlined above). The findings from the Pearson’s correlations are presented in Table 
21 .
Table 21 Association (Pearson’s r) of YCI and YRAI scales with selected YPI-R and EDI scales (Clinical female
sample).
YCI scale
Social control Individuality Personal
YRAI scale
Behavioural- Cognitive
Control somatic
avoidance
emotional
avoidance
YPI-R scales
Perfectionist fathers .091 .052 .434** .371** .115
Emotionally depriving 
mothers
-.226* .327** -.070 .385** -.028
Pessimistic/fearful mothers .031 .528** .129 .388** .006
EDI scales
Drive for thinness .102 .051 .151 .396** .158
Bulimia .014 .055 -.172 .211* .030
Note 1: *p<.05; ** p<.01 (1-tailed) 
Note 2: n = 59-71
As shown in Table 21, the behavioural-somatic scale of the YRAI was significantly 
associated with: a) Perfectionist Fathers and drive for thinness, and b) Emotionally 
Depriving Mothers, Pessimistic/Fearful Mothers and bulimia. Two potential models 
were therefore constructed for testing by the mediational analysis. These are 
illustrated in Figure 7 and Figure 8.
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Figure 7 An illustration of Model one to be tested for clinical females
Perfectionist
fathers
Parenting Eating pathology
Drive for thinness
Schema process
Behavioural somatic 
avoidance
Figure 8 An illustration of Model two to be tested for clinical females
Eating pathology
Bulimia
Schema process
Behavioural somatic 
avoidance
Emotionally depriving 
mothers 
Pessimistic/fearful 
mothers
Parenting
4.3.2.2 Stage two -Mediational analysis 
Testing model one
To test model one, it was first necessary to determine whether the relevant parenting 
factors (Perfectionist Fathers) and the relevant schema process scales (YRAI 
behavioural-somatic avoidance) accounted for a significant proportion of the variance 
in drive for thinness. These findings are presented under the labels model A and 
model B in Table 22.
Table 22 Model One - Multiple regression analyses predicting drive for thinness from the relevant YPI-R and YRAI
scales (female clinical sample)
Dependent Overall F p Total % of 
variable Ratio Variance
Independent variables B P
Model A -  Prediction of drive for thinness from 
perfectionist fathers
Drive for 10.45 .001 12.5 
thinness
Perfectionist fathers 0.37 .001
Model B -  Prediction of drive for thinness from YRAI 
behavioural somatic avoidance
Drive for 15.77 .001 19.5 
thinness
YRAI behavioural-somatic 
avoidance
0.46 .001
As shown in Table 22, both Perfectionist Fathers and YRAI behavioural-somatic 
avoidance account for a significant percentage of the variance in drive for thinness 
(12.5% and 19.5% respectively). Table 23 shows the findings of the forced entry of
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behavioural-somatic avoidance then Perfectionist Fathers to predict drive for 
thinness.
Table 23 Multiple regression analyses -  Test for mediator effects (female clinical sample)
Dependent
variable
Overall effect Individual predictors
Drive for thinness
F Df p % variance 
Model C - test for mediator effects 
Step 1 (mediators)
IV t B P
15.77 1,60 .001 
Step 2 (parenting)
19.5 YRAI behavioural-somatic 
avoidance
3.97 .456 .001
10.86 2,59 .001 24.4 Perfectionist fathers 2.22 .263 .015
Table 24 shows the results of the R2test, which examines whether the percentage of 
variance accounted for by the Perfectionist Fathers scale drops significantly with the 
entry of the YRAI behavioural somatic avoidance scale.
Table 24 R2 change statistics (female clinical sample)
Rk change F change df1 df2 Sig F change
.061 4.992 1 59 .015
It is evident from Table 22, Table 23 and Table 24 that the addition of the schema 
process scale reduces the strength of the relationship between Perfectionist Fathers 
and drive for thinness. This is indicated by the following changes:
1) The B of Perfectionist Fathers drops from 0.37 in Model A (Table 22) to 0.26 
in Model C of (Table 23).
2) The p value for Perfectionist Fathers increases with the entry of the 
behavioural-somatic avoidance scale
3) The percentage of variance explained by Perfectionist Fathers dropped from 
12.5% to 3.9% (because 24.4%-19.5% = 3.9%).
4) The R2test is significant (Table 24). This indicates that the reduction in the 
percentage of variance explained by Perfectionist Fathers drops significantly 
with the entry of the YRAI behavioural somatic avoidance variable.
The relationship between Perfectionist Fathers and drive for thinness weakens but 
remains significant. This indicates that behavioural-somatic avoidance is a partial
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mediator of the relationship between Perfectionist Fathers and drive for thinness. 
This relationship is illustrated in Figure 9.
Figure 9 Model one -  an illustration of the relationship between perfectionist fathers, behavioural-somatic avoidance 
and drive for thinness (clinical female sample)
Variance =19.5% 
B = 0.46
Perfectionist fathers
Parenting Eating pathology
Drive for thinnessSecondary avoidance 
through behavioural 
somatic avoidance
Schema process
B = 0.26 (from 0.37)
Variance = 3.9% (from 24.4%) 
p = .015 (from .001)
Testing model two
To test the second model, it was necessary to determine whether the relevant 
parenting factors (Emotionally Depriving Mothers and Pessimistic/Fearful Mothers) 
and the relevant schema process scale (YRAI behavioural-somatic avoidance) 
accounted for a significant proportion of the variance in bulimia. These findings are 
presented under the labels model A and model B in Table 25.
Table 25 Model two - Multiple regression analyses predicting bulimia from the relevant YPI-R and YCI/YRAI scales
(female clinical sample)
Dependent Overall F p Total % of 
variable Ratio Variance
Independent variables B P
Model A -  Prediction of bulimia from relevant YPI scales 
Bulimia 4.70 .006 9.4 Emotionally depriving .148 .128
mothers
Pessimistic/fearful mothers .248 .030
Model B -  Prediction of bulimia from YRAI behavioural 
somatic avoidance
Bulimia 3.12 .041 3.1 YRAI behavioural-somatic .214 .041
avoidance
As shown in Table 25, the YPI-R scales and the behavioural-somatic avoidance 
scales account for a significant percentage of the variance in bulimia (9.4% and 3.1 
respectively). Table 26 shows the forced entry of the YRAI behavioural somatic 
avoidance scale and then the parenting factors.
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Table 26 Model two - Multiple regression analyses -  Test for mediator effects (female clinical sample)
Dependen 
t variable
Overall effect Individual predictors
F Df p % variance 
Model C -  Test for mediator effects 
Step 1 (mediators)
IV T B P
Bulimia 3.12 1,65 .041 
Step 2 (parenting)
3.1 YRAI behavioural 
somatic avoidance
1.77 .214 .041
2.43 3,63 .037 6.1 Emotionally 
depriving mothers 
Pessimistic/fearful 
mothers
0.57
1.52
.082
.216
.248
.067
Table 27 shows the results of the R2test, which examines whether the percentage of 
variance accounted for by the Parenting scales drops significantly with the entry of 
the of the YRAI scale behavioural somatic avoidance.
Table 27 R2 change statistics (female clinical sample)
R12 change F change df1 df2 Sig F change
.058 2.037 2 63 .070
It is evident from Tables 25, 26 and 27 that the addition of the schema process scale 
reduces the strength of the relationship between parenting and bulimia. This is 
indicated by the following changes:
1) The regression coefficient for Pessimistic/Fearful Mothers (B) falls from .248 
in Model A (Table 25) to .216 in Model C (Table 26).
2) The p-value for Pessimistic/Fearful Mothers no longer reaches significance 
with the entry of the behavioural-somatic avoidance scale.
3) The percentage of variance explained by the YPI-R scales dropped from 9.4% 
to 3.0% (because 6.1%-3.1% =3.0%).
However, the R2test is not significant (Table 27). This indicates that the reduction in 
the percentage of variance explained by Pessimistic Fearful Mothers does not drop 
significantly with the entry of the behavioural somatic avoidance variable. Therefore, 
it can be concluded that although there is a trend towards behavioural-somatic 
avoidance as a potential mediator of the relationship between Pessimistic/Fearful 
Mothers and bulimia, this does not reach significance.
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5. DISCUSSION
5.1 Overview
The discussion will be divided into a number of parts. First, a reminder of the aims 
and hypothesis will be given. Secondly, the findings of the study will be summarised, 
and discussed in relationship to the existing literature. Finally, in the context of the 
study’s limitations, research and clinical implications of the findings will be outlined.
5.2 Aims and hypotheses
The first aim was to validate the YPI. This involved an examination of the following 
psychometric properties: test-retest reliability; internal reliability; construct validity; 
and criterion related/concurrent validity. The second aim was to test part of a new 
schema focused cognitive behavioural model of eating pathology, which suggests 
that schema processes mediate the relationship between parenting and eating 
pathology (Waller, under consideration).
5.3 Summary of the findings 
The validation of the YPI
Factor analyses of the YPI led to the development of a shorter version of the 
questionnaire -  titled the YPI-R. The YPI-R consists of eight scales, with a total of 37 
items. The scales were labelled: Emotionally Depriving Parenting; Overprotective 
Parenting; Belittling Parenting; Perfectionist Parenting; Pessimistic/Fearful Parenting; 
Controlling Parenting; Emotionally Inhibited Parenting; Punitive Parenting; and 
Conditional/Narcissistic Parenting. Each scale had good test-retest reliability and 
adequate internal consistency. In addition, each scale (with the exception of 
Perfectionist Parenting) discriminated the clinical from the non-clinical group. Given 
that the non-clinical group consisted of university students, it is perhaps unsurprising 
that similar levels of Perfectionist Parenting were reported. It is likely that 
Perfectionist Parenting is relatively adaptive in fostering higher levels of achievement.
With regard to concurrent/criterion validity, there were some significant correlations 
between: a) YPI-R scales and YSQ-S scales and b) YPI-R scales and EDI eating 
scales. The concurrent/criterion validity of the questionnaire was therefore also
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supported. Overall it can be concluded that the YPI-R is a psychometrically valid 
scale.
The validation of the YPI also produced some more general findings. For example, 
the perceived parenting styles identified by males were different to those identified by 
the female samples. In addition, among the males, the significant associations 
between the YPI-R scales and the YSQ-S scales were different to those among the 
female sample. Also, for the males there were no significant associations with the 
EDI eating scales (although this could be due to the small sample size or the lower 
EDI scores). Furthermore, the pattern of correlations between the YPI-R and YSQ-S 
scales indicates that mothers may play a more important role in the development of 
negative core beliefs in males, whereas both the mother and father appeared equally 
important in females. These findings are consistent with the claim that males and 
females differ in their perceptions of parenting and in their beliefs regarding the role 
parenting may play in eating pathology. This suggests that males and females should 
be examined separately in future research.
For the female samples, most YPI-R scales correlated significantly with the Emotional 
Deprivation scale of the YSQ-S. In other words, for females a range of perceived 
negative parenting experiences are associated with the belief ‘my emotional needs 
will not be met by others’. Finally, some YPI-R scales were associated with a greater 
number of YSQ-S scales (i.e., are consistent with having a broader effect on negative 
core beliefs). A further study is currently underway examining more closely the link 
between parenting and negative core beliefs. This will provide an opportunity to test 
the reliability of these findings.
The model-testing phase of the study
Male sample sizes were insufficient for model testing. Therefore, only non-clinical and 
clinical female data were subject to mediator analysis. The data obtained was cross- 
sectional in nature; therefore the models described are simply compatible with the 
data, rather than being evidence of causality perse.
Non-clinical females
For non-clinical females, primary avoidance through social control was a partial 
mediator of the relationship between Punitive Fathers and drive for thinness. In other 
words, perceiving one’s father as punitive is associated with attempts to avoid
233
Research Dossier: Major Research Project
emotional activation by trying to control others, and this control is associated with 
restriction of eating. It could be that in the context of perceiving one’s father as 
punitive, one attempts to control the environment with the aim of keeping oneself safe 
in the future. Controlling others can be achieved through being demanding or 
manipulative in order to achieve one’s needs, by changing one’s persona in order to 
be liked or accepted, or by focusing on achieving success or obtaining material 
possessions. These strategies could provide means of avoiding the unpleasant 
emotions associated with punitive experiences such as perceived rejection, failing to 
meet expectations, feeling as though one did not fit in, or the frustration associated 
with not having one’s needs met. With regards to the link between social control and 
drive for thinness, restriction could manifest as a way of establishing control over 
others (e.g., through becoming more likeable, attractive and accepted, and hence 
less likely to be disliked, punished or rejected).
As social control was only a partial mediator of the relationship between Punitive 
Fathers and drive for thinness, other mediating factors are likely to exist. The schema 
focused model undergoing examination would suggest a further mediator to be the 
development of negative core beliefs. Significant correlations between Punitive 
Fathers and seven of the 15 negative core beliefs measured by the YSQ-S supports 
this possibility. A study is currently under way to test this aspect of the model.
Clinical females
For clinical females, behavioural somatic avoidance was a partial mediator of the 
relationship between Perfectionist Fathers and drive for thinness. In other words, 
perceiving one’s father as perfectionist is associated with the tendency to block 
unpleasant emotions either by ‘doing’ something (e.g., withdrawing or keeping 
oneself busy) or by focusing on somatic symptoms (e.g., complaining of physical 
ailments). In turn, the use of behavioural/somatic avoidance is associated with a 
tendency to drive for thinness.
An important question is ‘why would perceiving one’s father as perfectionist lead to 
the tendency to use behavioural/somatic avoidance of emotions’? One possibility is 
that perceiving one’s fathers as demanding perfection leads to a growing anxiety 
about the consequences of not being able to continually meet those standards. 
Behavioural-somatic avoidance may then become the child’s only way of coping with 
this anxiety. With regards to the link between drive for thinness and behavioural
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somatic avoidance, the schema-focused model suggests that behavioural-somatic 
avoidance serves as a ‘back-up strategy’ when primary avoidance fails. Therefore, it 
could be that drive for thinness (which commonly manifests in extreme planning of 
food intake and excessive exercise) could function to avoid the triggering of 
unpleasant emotions (primary avoidance). However, when the individual experiences 
a sudden triggering of strong emotions, they may need to resort to behavioural or 
somatic avoidance strategies.
Behavioural/somatic avoidance was a partial mediator of the link between the 
perfectionist fathers and drive for thinness. Again, this indicates the presence of 
additional, unidentified mediators. However, the lack of YPI-R and YSQ-S 
correlations indicates that this mediation is not likely to be a product of unhealthy core 
beliefs in this group. In addition, it should be noted that partial mediation could be due 
to the use of sub-optimal measures of the constructs of interest. However, as outlined 
in the introduction, there is currently an absence of appropriate alternative measures 
of parenting and schema processes.
For clinical females, there was also a trend toward behavioural-somatic avoidance as 
a potential mediator of the relationship between Pessimistic/Fearful mothers and 
bulimic behaviours. However this failed to reach significance.
To summarise, the model-testing phase of the study has supported the hypothesis 
that schema processes mediate the link between parenting and eating pathology.
5.4 Relationship to the existing literature
Methodology
Due to the limitations of existing measures of perceived parenting, one of the 
requirements of this study was to test and use a new measure of perceived 
parenting. More specifically, the measure needed was one specifically designed to 
tap into the parental origins of the cognitive vulnerability important to the development 
and maintenance of eating disorders. Significant associations between: a) YPI-R 
scales and negative core beliefs (measured by the YSQ-S); b) YPI-R scales and 
schema processes (measured by the YCI and YRAI); and c) YPI-R scales and eating 
pathology (measured by the EDI) suggests that the YPI-R fulfils these design 
requirements. Furthermore, as other measures of perceived parenting have a poor
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relationship to dimensional measures of eating pathology (e.g., Waller, 1994; Young 
et al, 2001), these findings support the specificity of the YPI-R for tapping parental 
behaviours associated with eating pathology.
A further methodological finding was that group discriminations on the YCI and YRAI 
scales were consistent with a previous study. The clinical group scored significantly 
higher than the non-clinical group on the YCI/YRAI social control, personal control 
and behavioural/somatic avoidance scales, but lower on the YRAI 
cognitive/emotional avoidance scale. This is consistent with the findings of Luck et al. 
(under consideration). Therefore, as well as supporting the reliability and validity of 
the YRAI and YCI scales, this finding also suggests that cognitive-emotional 
avoidance is a more adaptive way of dealing with affect once it has been triggered.
Relationship to empirical literature on parenting and eating pathology 
This study found that perceived parenting was associated with eating pathology. 
Therefore at this basic level, the findings of the study are consistent with many 
empirical reports (e.g., Leung et al., 2000; McGrane & Carr, 2002). However, as 
outlined in the introduction, it is difficult to make more specific comparisons because 
there are inconsistencies within the current empirical literature base. Nevertheless, 
the scale Emotionally Depriving mothers (which was associated with bulimic 
behaviours in clinical females) is arguably comparable to existing reports of low care 
in eating disordered families (e.g., Murray et al., 2000). In addition, this study found 
that perceiving one’s father as perfectionist is associated with drive for thinness, 
which is consistent with existing reports of a link between parents who set high 
standards and eating pathology (Waller & Hartley, 1994). However, the present study 
furthers our understanding of these links between perfectionist parents and eating 
pathology, by identifying a partial mediator of the link between Perfectionist Fathers 
and eating pathology (behavioural/somatic avoidance).
Finally, for the non-clinical female sample, perceptions of one’s father as punitive 
were associated with drive for thinness. This is potentially consistent with previous 
reports of greater levels of criticism in eating-disordered families (e.g., Bailey, 1991). 
However, the YPI-R distinguishes punitive behaviour from more general critical or 
belittling behaviour, and is therefore arguably more specific. In addition, this study 
identifies a mechanism that might partially explain this link (again, a novel finding).
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Overall, the associations between perceived parenting and eating pathology are 
consistent with the majority of empirical reports. The general finding that different 
parenting styles were associated with different eating pathologies is also consistent 
with some previous findings (e.g., Strober, 1981; Hodges et al., 1998). In addition, 
some of the perceived parenting behaviours that were associated with eating 
pathology in this study are consistent with reports of comparable parenting 
behaviours in previous research. However, the development of mediator models 
begins to address an important deficit in the literature.
Relationship with the clinical literature on parenting and eating pathology 
Two main theories have dominated the clinical literature regarding the role of 
parenting in the development and maintenance of eating disorders: Bruch (1973) and 
Minuchin et al. (1975; 1978). It should be noted that the present study was not 
designed to test either theory. However, the findings can be examined with regards to 
how consistent they are with each theory.
Bruch (1973) highlighted the role of an over-controlling mother. She suggested that 
this behaviour damages the daughters’ sense of effectiveness and hampers the 
development of a sense of identity. Anorexia is therefore a way of developing a sense 
of control and a sense of identity separate from the mother. Clearly, the findings 
reported here are not consistent with this theory. The Overprotective scale was not 
associated with eating pathology, and avoidance of affect was not described in 
Bruch’s theory.
Minuchin and colleagues described eating disordered families as characterised by an 
enmeshed, overprotective, rigid and conflict-avoidant family structure (Minuchin et al., 
1975, 1978). They claimed that these family characteristics lead to maladaptive 
patterns of interaction, which adversely affect the family’s ability to resolve conflict. 
They concluded that anorexia is the child’s method of avoiding conflict within this 
characteristic family environment. The findings of the present study can be 
interpreted as providing limited support for Minuchin’s theory. Again, there were no 
associations between the Overprotective scale of the YPI-R and eating pathology. 
However, schema avoidance does map onto the avoidance of conflict in Minuchin’s 
model.
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Relationship to growing evidence for the schema focused model 
The hypothesis that schema processes mediate the link between parenting and 
eating pathology was supported. Part of the schema focused model under 
examination was therefore also supported. This study has therefore contributed to 
our theoretical understanding of eating disorders. Replication is now warranted, 
alongside empirical testing of the other aspects of the schema-focused model.
5.5 Limitations of this study
The findings of the study should be considered in the context of the following 
limitations:
1) The YPI-R was developed on the basis of a number of factor analyses. Factor 
analysis examines the matrix of correlation coefficients, and causal 
relationships cannot be inferred from correlations alone. The emerging factors 
merely suggest that the items in a factor are measuring the same underlying 
thing. In addition, factor analysis requires the subjective labelling of factors. 
Those labels might be biased by researchers’ experiences and hypotheses 
about the questionnaire being examined. The validation of the YPI-R should 
therefore be scrutinised on the basis of the entire validation process (which 
supported the factor analyses), rather than on the factor analyses alone.
2) The data subjected to factor analyses were obtained from a university student 
sample. Therefore, it could be argued that the factors generated are unique to 
that population, limiting generalisability to other samples. Replication on other 
samples is therefore required.
3) The YCI and YRAI have only been subject to preliminary validation. Although 
preliminary validation supports their use, replication is necessary before firm 
conclusions can be drawn about their validity and reliability.
4) This study examines perceptions of parenting behaviour. As outlined in the 
introduction, there are likely to be complex interactions between actual 
parenting behaviour, perceived parenting behaviour and eating pathology. 
Therefore, it is unlikely that perceptions provide an accurate measure of 
actual parenting behaviour, and are also likely to be subject to recall bias. 
However, although it would be wrong to make direct assumptions about 
causality, the argument remains that it is perceptions that should be the focus 
of investigation, because it is perceptions that contribute to the development 
and maintenance of psychological disorders (Parker, 1983, 1989).
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5) There were relatively few significant correlations between parenting factors 
and the measures of eating pathology (see pg 221). Although a lower alpha 
level was selected, it could be argued that considering the number of 
correlations performed, the significant correlations reported are dubious. If this 
is the case, selecting the scales for the mediational analysis on this basis 
weakens the model testing part of the study.
6) The eating-disordered sample was recruited from a highly specialised tertiary 
eating disorder service. It is therefore possible that the sample is not 
representative of those eating-disordered patients in other less specialised 
settings.
7) While further research is needed to replicate the findings of this study in 
eating disorder groups (particularly on male samples), it will also necessary to 
compare these findings with other clinical groups, to establish the specificity of 
the findings to the eating disorders.
8) The findings of this study are not diagnosis-specific. They do not therefore 
map onto the current classifications of eating disorders. However, given the 
growing evidence for a more transdiagnostic understanding of the eating 
disorders, this limitation is unlikely to prove problematic.
5.6 Research implications
Based on the findings of the study, the YPI-R is a psychometrically valid scale, which 
appears to taps the origins of cognitive vulnerability important in the development and 
maintenance of eating disorders. As a result, it is likely to be a useful tool for further 
exploration of the association between particular perceived parental behaviours and 
eating pathology. However, it is recognised that replication and validation on other 
clinical, non-eating disordered groups is required to further examine the specificity of 
the YPI-R. In addition, as mentioned earlier, replication and further testing of the 
schema focused model is warranted (see section 5.5).
5.7 Clinical implications
The findings highlight the following clinical implications:
1) The YPI-R can be used with eating disorder clients to help them understand 
the development of their eating disorder, and to help them address the 
attributions that they make regarding those parental behaviours to reduce 
self-blame (e.g., Young, Klosko & Weishaar, 2003).
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2) Treatment programmes should target the schema processes that appear to 
play an important role in the development and maintenance of eating 
pathology. This could involve cognitive strategies (such as an examination of 
the short-term and long-term effects of blocking and avoidant behaviours) and 
behavioural strategies (such as the encouragement of direct experimentation 
with more adaptive ways of coping with unpleasant emotions). This 
understanding could then be used to help clients challenge the ways in which 
they deal with unpleasant emotions (e.g., Kennerley, 1996; Linehan, 1993; 
Palmer et al., 2003).
5.8 Conclusion
To conclude, this two-stage study has validated a new measure of perceived 
parenting -  the YPI-R -  which should prove to be a useful tool for both research and 
clinical purposes. The YPI-R was used to test part of a new schema-focused 
cognitive-behavioural model of eating pathology, supporting the hypothesis that 
schema processes mediate the link between parenting and eating pathology. These 
findings have furthered our understanding of eating pathology, suggesting that the 
operation of schema processes should be targeted in treatment programmes.
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APPENDIX 1
The Young Parenting Inventory
INSTRUCTIONS: Listed below are statements that you might use to describe your parents. Please read 
each statement and decide how well it describes your parents. Choose the highest rating from 1 to 6 
that describes your mother, then your father, when you were a child and write the number in the spaces 
before each statement. If someone substituted as your mother or father, please rate the scale for that 
person. If you did not have a mother or a father, leave the appropriate column blank.
RATING SCALE:
1 = Completely untrue
2 = Mostly untrue
3 = Slightly more true than untrue
4 = Moderately true
5 = Mostly true
6 = Describes him/her perfectly
Mother Father Description
  ______  1. Loved me, treated me as someone special.
  ______  2. Spent time with and paid attention to me.
  ______  3. Gave me helpful guidance and direction.
  ' 4. Listened to me, understood me, shared feelings with me.
  ______  5. Was warm and physically affectionate.
*ed
  ______  6. Died or left the house permanently when I was a child.
  ______  7. Was moody, unpredictable, or an alcoholic.
  ______  8. Preferred my brother(s) or sister(s) to me.
  ______  9. Withdrew or left me alone for extended periods.
*ab
  ______  10. Lied to me, deceived me, or betrayed me.
  ______  11. Abused me physically, emotionally, or sexually.
  ______  12. Used me to satisfy his/her needs.
  ______  13. Seemed to get pleasure from hurting people.
*m/a
  ______  14. Worried excessively that I would get hurt.
  ______  15. Worried excessively that I would get sick.
  ______  16. Was a fearful or phobic person.
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Mother Father Description
  17. Overprotected me.
*vh
  18. Made me feel I couldn't rely on my decisions or judgment.
  19. Did too many things for me instead of letting me do things on my
own.
  20. Treated me as if I were younger than I really was.
*di
  21. Criticised me a lot.
  22. Made me feel unloved or rejected.
  23. Treated me as if there was something wrong with me.
  24. Made me feel ashamed of myself in important respects.
*ds
  25. Never taught me the discipline necessary to succeed in school.
  26. Treated me as if I was stupid or untalented.
  27. Didn't really want me to succeed.
  28. Expected me to be a failure in life.
*fa
  29. Treated me as if my opinions or desires didn't count.
  30. Did what he/she wanted, regardless of my needs.
  31. Controlled my life so that I had little freedom of choice.
  32. Everything had to be on his/her terms.
*sb
  33. Sacrificed his/her own needs for the sake of the family.
  34. Was unable to handle many daily responsibilities, so I had to do
more than my share
  35. Was unhappy a lot and relied on me for support and understanding.
  36. Made me feel that I was strong, and should take care of other
people.
*ss
' 37. Had very high expectations for him/herself.
  38. Expected me to do my best at all times.
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Mother Father Description
  39. Was a perfectionist in many areas; things had to be “just so”.
  40. Made me feel that almost nothing I did was quite good enough.
  41. Had strict, rigid rules of right and wrong.
  42. Became impatient if things weren’t done properly or quickly enough.
  43. Placed more importance on doing things well than on having fun or
relaxing
*us
  44. Spoiled me, or was overindulgent, in many respects.
  45. Made me feel I was special, better than most other people.
  46. Was demanding; expected to get things his/her way.
  47. Didn’t teach me that I had responsibilities to other people.
*et
  48. Provided very little discipline or structure for me.
  49. Set few rules or responsibilities for me.
  50. Allowed me to get very angry or lose control.
  51. Was an undisciplined person.
*is
  52. We were so close that we understood each other almost perfectly.
  5 3 . 1 felt that I didn't have enough individuality or sense of self separate
from him/her.
  5 4 . 1 felt that I didn't have my own sense of direction while I was growing
up because he/she was such a strong person.
  5 5 . 1 felt we would hurt each other if either of us went away from the
other.
*em
  56. Worried a lot about the family's financial problems.
  57. Made me feel that if I made even a small mistake, something bad
might happen
  58. Had a pessimistic outlook; often expected the worst outcome.
  59. Focused on the negative aspects of life or things going wrong.
*np
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Mother Father Description
  60. Had to have everything under control.
  61. Was uncomfortable expressing affection or vulnerability.
  62. Was structured and organised; preferred the familiar over change.
  63. Rarely expressed anger.
  64. Was private; rarely discussed his/her feelings.
*ei
  65. Would become angry or harshly critical when I did something wrong.
  66. Would punish me when I did something wrong.
  67. Would call me names (like “stupid” or “idiot”) when I made mistakes.
  68. Blamed people when things went wrong.
*pu
  69. Was concerned with social status and appearance.
  70. Placed strong emphasis on success and competition.
  71. Was concerned with how my behaviour would reflect on him/her in
the eyes of others.
  72. Seemed to love me more or pay more attention to me when I
excelled.
*as
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Scoring the YP1
To match the items on the YPI with particular negative core beliefs, look for the asterisks 
and two-letter codes throughout the inventory. These codes match up to the following list of 
negative core beliefs.
*ed - emotional deprivation
*ab - abandonment
*m/a - mistrust abuse
*vh - vulnerability to harm
*di - dependence/incompetence
*ds - defectiveness/shame
*fa - failure
*sb -  subjugation
*ss -  self-sacrifice
*us - unrelenting standards
*et - entitlement
*is - insufficient self-control/self discipline •
*em - enmeshment 
*ng - negativity/pessimism 
*ei - emotional inhibition 
*pu - punitiveness 
*as - approval seeking
Each item on the YPI-R is scored on a rating scale from "1" to "6." Items 1 to 5 (the subscale 
emotionally depriving parenting) are scored backward. On these items, low scores (1 or 2) 
indicate high ratings and high scores (5 or 6) indicate low ratings. All other items are scored 
normally (with 5 or 6 indicating high ratings). Examine how many high scores each parent has 
for each schema. In general a schema is likely to be more severe if there are several high 
ratings for both parents. However, in some cases only one high score can represent the origin of 
a particular schema.
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APPENDIX 2
Young Schema Questionnaire -  Short form
INSTRUCTIONS:
Listed below are statements that a person might use to describe himself or herself. Please read 
each statement and decide how well it describes you. When there you are not sure, base your 
answer on what you emotionally feel, not on what you think to be true. Choose the highest 
rating from 1 to 6 that describes you and write the number in the space before the statement.
RATING SCALE:
1 = Completely untrue of me 4 = Moderately true of me
2 = Mostly untrue of me 5 = Mostly true of me
3 = Slightly more true than untrue 6 = Describes me perfectly
1 .  Most of the time, I haven't had someone to nurture me, share him/herself with me, or
care deeply about everything that happens to me.
2  . _____ In general, people have not been there to give me warmth, holding, and affection.
3  . _____ For much of my life, I haven't felt that I am special to someone.
4  .  For the most part, I have not had someone who really listens to me, understands me, or
is tuned into my true needs and feelings.
5 .  I have rarely had a strong person to give me sound advice or direction when I'm not sure
what to do.
*ed
6  .  I find myself clinging to people I'm close to, because I'm afraid they'll leave me.
7 . ______ I need other people so much that I worry about losing them.
8 . _____ I worry that people I feel close to will leave me or abandon me.
9  . _____ When I feel someone I care for pulling away from me, I get desperate.
10 . _____ Sometimes I am so worried about people leaving me that I drive them away.
*ab
11 . _____ I feel that people will take advantage of me.
12 . ______ I feel that I cannot let my guard down in the presence of other people, or else they will
intentionally hurt me.
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13 . _____ It is only a matter of time before someone betrays me.
14 . _____ I am quite suspicious of other people's motives.
15 . _____ I'm usually on the lookout for people's ulterior motives.
*ma
16 . _____ I don't fit in.
17 . _____ I'm fundamentally different from other people.
18 . _____ I don't belong; I'm a loner.
19 . _____ I feel alienated from other people.
20 . _____ I always feel on the outside of groups.
*si
21 . _____ No man/woman I desire could love me one he/she saw my defects.
22 . _____ No one I desire would want to stay close to me if he/she knew the real me.
23 . _____ I'm unworthy of the love, attention, and respect of others.
24 . _____ I feel that I'm not lovable.
25 . _____ I am too unacceptable in very basic ways to reveal myself to other people.
*ds
26 . _____ Almost nothing I do at work (or school) is as good as other people can do.
27 . _____ I'm incompetent when it comes to achievement.
28 . _____ Most other people are more capable than I am in areas of work and achievement.
29 . _____ I'm not as talented as most people are at their work.
30 . _____ I'm not as intelligent as most people when it comes to work (or school).
*fa
31 . _____ I do not feel capable of getting by on my own in everyday life.
32 . _____ I think of myself as a dependent person, when it comes to everyday functioning.
33 . _____ I lack common sense.
34 . _____ My judgment cannot be relied upon in everyday situations.
35 . _____ I don't feel confident about my ability to solve everyday problems that come up.
*di
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36 . _____ I can't seem to escape the feeling that something bad is about to happen.
37 . _____ I feel that a disaster (natural, criminal, financial, or medical) could strike at any
moment.
38 . _____ I worry about being attacked.
39 . _____ I worry that I'll lose all my money and become destitute.
40 . _____ I worry that I'm developing a serious illness, even though nothing serious has been
diagnosed by a physician.
*vh
41 . _____I have not been able to separate myself from my parent(s), the way other people my
age seem to.
42 . _____ My parent(s) and I tend to be overinvolved in each other's lives and problems.
43 . _____ It is very difficult for my parent(s) and me to keep intimate details from each other,
without feeling betrayed or guilty.
44 . _____ I often feel as if my parent(s) are living through me--l don't have a life of my own.
45 . _____I often feel that I do not have a separate identity from my parent(s) or partner.
*em
46 . _____ I think that if I do what I want, I'm only asking for trouble.
47 . _____ I feel that I have no choice but to give in to other people's wishes, or else they will
retaliate or reject me in some way.
48 . _____ In relationships, I let the other person have the upper hand.
49 . _____ I've always let others make choices for me, so I really don't know what I want for
myself.
50 . _____ I have a lot of trouble demanding that my rights be respected and that my feelings be
taken into account.
*sb
51 . ______I'm the one who usually ends up taking care of the people I'm close to.
52 . ______I am a good person because I think of others more than of myself.
53 . _____ I'm so busy doing for the people that I care about, that I have little time for myself.
54 . _____ I've always been the one who listens to everyone else's problems.
55 . _____ Other people see me as doing too much for others and not enough for myself.
*ss
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56 . _____ I am too self-conscious to show positive feelings to others (e.g., affection, showing I
care).
57 . _____ I find it embarrassing to express my feelings to others.
58 . _____ I find it hard to be warm and spontaneous.
59 . _____ I control myself so much that people think I am unemotional.
60 . _____ People see me as uptight emotionally.
*ei
61 . _____ I must be the best at most of what I do; I can't accept second best.
62 . _____ I try to do my best; I can't settle for "good enough."
63 . _____ I must meet all my responsibilities.
64 . _____ I feel there is constant pressure for me to achieve and get things done.
65 . _____ I can't let myself off the hook easily or make excuses for my mistakes.
*us
66 . _____ I have a lot of trouble accepting "no" for an answer when I want something from other
people.
67 . _____ I'm special and shouldn't have to accept many of the restrictions placed on other
people.
68 . _____ I hate to be constrained or kept from doing what I want.
69 . _____ I feel that I shouldn't have to follow the normal rules and conventions other people do.
70 . _____ I feel that what I have to offer is of greater value than the contributions of others.
*et
71 . _____ I can't seem to discipline myself to complete routine or boring tasks.
72 . _____ If I can't reach a goal, I become easily frustrated and give up.
73 . _____ I have a very difficult time sacrificing immediate gratification to achieve a long-range
goal.
74 . _____ I can't force myself to do things I don't enjoy, even when I know it's for my own good.
75 . _____ I have rarely been able to stick to my resolutions.
*is
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APPENDIX 3
Young Compensatory Inventory
INSTRUCTIONS:
Listed below are statements that a person might use to describe himself or herself. Please read 
each statement and decide how well it describes you.
Then choose the highest rating from 1 to 6 that describes you (including your revisions), and 
write the number in the space before the statement.
RATING SCALE:
1 = Completely untrue of me 4 = Moderately true of me
2 = Mostly untrue of me 5 = Mostly true of me
3 = Slightly more true than untrue 6 = Describes me perfectly
1 .  I take out my frustrations on the people around me.
2  .   I often blame others when things go wrong.
3  .   I show a lot of anger when people let me down or betray me.
4  .   I can't let go of anger without getting revenge.
5 .   I get defensive when I'm criticized.
6 . ______  It's important that others admire my accomplishments or achievements.
7  .  The visible trappings of success (e.g., expensive car, clothing, home) are important
to me.
8  . _____  I work hard to be among the best or most successful.
9  . _____  It's important to me to be popular (e.g., part of the in-crowd )
10 . _____ I often have fantasies of success, fame, wealth, power, or popularity.
11 . _____ I like to be the center of attention.
12 . _____ I am more flirtatious or seductive than the average person.
13 . _____ I put a lot of emphasis on having order in my life (e.g., organization, structure,
planning, routine).
14 . _____ I expend a lot of effort trying to avoid having things go wrong.
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15 . _____  I agonize over decisions so I won't make a mistake.
16 . ___ _ I am quite controlling of the people around me.
17 . _____  I like being in positions where I have control or authority over the people around me.
18 . _____  I dislike other people having any say over my life.
19 . _____  I have a hard time compromising or giving in.
20 . _____  I don't like being dependent on anyone.
21 . _____  It's crucial to me that I make my own decisions and support myself.
22 . _____  I have trouble committing to one person or settling down.
23 . _____  I like to be a “free agent”, to have the freedom to do what I want.
24 . _____  I have trouble limiting myself to one job or career; I like to keep my options
open.
25 . _____  I usually put my own needs before others.
26 . _____  I am often demanding with other people - - 1 like everything to be “just right”.
27 . _____  I have to take care of myself first, the way other people do.
28 . _____  It is very important to me that my environment be comfortable (e.g., temperature,
light, furniture).
29 . _____  I think of myself as a rebel; I often go against the established authority.
30 . _____  I dislike rules and can get satisfaction from breaking them.
31 . _____  I enjoy being unconventional, even if it's unpopular or I don't fit in.
32 . _____  I don't try to be successful by society's standards (e.g., wealth, achievement,
popularity).
33 . _____  I've always “marched to a different drummer”.
34 . _____  I'm a very private person; I don't like people knowing a lot about my private life or
feelings.
35 . _____  I try to appear strong to other people, even if I feel vulnerable or unsure of myself.
36 . _____  I can be very possessive or clinging with the people I value.
37 . _____  I am often manipulative to achieve my goals.
38 . _____  I often prefer indirect means of getting my way instead of directly asking for what I
want.
39 . _____  I keep people at a distance so they only see the parts of myself I want them to see.
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40 .   I am a highly critical person.
41 .   I feel I'm under a great deal of pressure to meet my own standards or responsibilities.
42 .   I am often tactless or insensitive in expressing myself.
43 .   I try to be optimistic at all times; I don't let myself focus on the negative.
44 .   I believe it's important to “put on a happy face” regardless of what I feel inside.
45 .   I often feel envious or frustrated when others are more successful or get more
attention than I do.
46 .   I will go to considerable lengths to be sure I get my fair share and am not cheated.
47 .   I look for ways to outsmart people, so they won't take advantage of me or hurt me.
48. _____  I know just what to say or do to get other people to like me (e.g.,. flattery, saying what
they want to hear).
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APPENDIX 4
Younq-Ryqh Avoidance Inventory
INSTRUCTIONS:
Listed below are statements that a person might use to describe himself or herself. Please read 
each statement and decide how well it describes you. Then choose the highest rating from 1 to 
6 that best describes you and write the number in the space before the statement.
RATING SCALE:
1 = Completely untrue of me 4 = Moderately true of me
2 = Mostly untrue of me 5 = Mostly true of me
3 = Slightly more true than untrue 6 = Describes me perfectly
1 . I try not to think about things that upset me.
2  . I drink alcohol to calm myself.
3  . I am happy most of the time.
4  ._______ I rarely feel sad or blue.
5 . I value reason over emotions.
6 . I believe that I should not get angry, even at people I don't like.
7 . I use drugs to feel better.
8 . I don't feel much when I remember my childhood.
9 . I smoke when I'm upset.
10 ._______ I suffer from gastrointestinal problems (e.g. indigestion, ulcers, colitis).
11 ._______ I feel numb.
12 ._______ I often get headaches.
13 ._______ I withdraw when I'm angry.
14 ._______ I don't have as much energy as most people my age.
15 ._______ I suffer from muscular aches and pains. •
16 ._______ I watch a lot of TV when I'm alone.
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17 .______ I believe that one should use reason to keep emotions under control.
18 .______ I cannot intensely dislike anyone.
19 .______ _My philosophy when something goes wrong is to put it behind me as soon as
possible and move on.
20 ._______ I withdraw from people when I feel hurt.
21 ._______ I don't remember much about my childhood years.
22 ._______ I take naps or sleep a lot during the day.
23 ._______ I am happiest when I'm roaming or traveling around.
24 .________Sticking to the task at hand keeps me from feeling upset.
25 ._______I spend a lot of time daydreaming.
26 ._______When I'm upset, I eat to feel better.
27 ._______I try not to think about painful memories from my past.
28 ._______ I feel better if I keep myself constantly busy, not leaving much time to think.
29 ._______ I had a very happy childhood.
30 ._______ I withdraw when I'm sad.
31 ._______People say I'm like an ostrich with my head in the sand; in other words, I tend to ignore
unpleasant thoughts.
32 ._______I tend not to think about losses and disappointments.
33 ._______Often I don't feel anything, even when the situation seems to warrant strong
emotions.
34 ._______I was fortunate to have such good parents.
35 ._______I try to stay emotionally neutral most of the time.
36 ._______I find myself buying things that I don't need, to improve my mood.
37 ._______ I try not to put myself in situations that are difficult or make me uncomfortable.
38 ._______ I get physically ill when things aren't going well for me.
39 ._______ When people have left me or died, I didn't feel too upset.
40 ._______ What others think of me does not bother me.
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APPENDIX 5
Eating Disorders Inventory
INSTRUCTIONS
The items below ask about your attitudes, feelings and behaviour. Some of the items relate to 
food or eating. Other items ask about your feelings about yourself.
For each item, decide if the item is true about you ALWAYS, (A), USUALLY (U), OFTEN (O), 
SOMETIMES (S), RARELY (R), or NEVER (N). Circle the letter that corresponds to your rating. 
For example, if your rating for an item is OFTEN, you would circle the (O) for that item. Respond 
to all of the items, making sure that you circle the letter for the rating that is true about you. If 
you need to change an answer, make an ‘X ’ through the incorrect letter and then circle the 
correct one.
1)1 eat sweets and carbohydrates without feeling nervous A U o s R N
2)1 think that my stomach is too big A U 0 s R N
3)1 wish that I could return to the security of my childhood A U 0 s R N
4)1 eat when I am upset A U 0 s R N
5)1 stuff myself with food A U 0 s R N
6)1 wish that I could be younger A U o s R N
7)1 think about dieting A U 0 s R N
8)1 get frightened when my feelings are too strong A U 0 s R N
9)1 think that my things are too large A U o s R N
10 I feel ineffective as a person A U 0 s R N
11 I feel extremely guilty after overeating A U o s R N
12 I think that my stomach is just the right size A U 0 s R N
13 Only outstanding performance is good enough in my family A U o s R N
14 The happiest time in life is when you are a child A U o s R N
15 I am open about my feelings A U o s R N
16 I am terrified of gaining weight A U o s R N
17 I trust others A U 0 s R N
18 I feel alone in the world A U 0 s R N
19 I feel satisfied with the shape of my body A U 0 s R N
20 I feel generally in control of things in my life A U o s R N
21 I get confused about what emotion I am feeling A U o s R N
22 I would rather be an adult than a child / A U 0 s R N
23 I can communicate with others easily A U 0 s R N
24 I wish I were someone else A U 0 s R N
25 I exaggerate or magnify the importance of weight A U o s R N
26 I can clearly identify what emotion I am feeling A U 0 s R N
27 I feel inadequate A U o s R N
28 I have gone on eating binges where I have felt that I could not stop A U o s R N
29 As a child, I tried very hard to avoid disappointing my parents A u o s R N
and teachers
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30 I have close relationships A U 0 s R N
31 I like the shape of my buttocks A U O s R N
32 I am preoccupied with the desire to be thinner A U 0 s R N
33 I don’t know what’s going on inside me A U 0 s R N
34 I have trouble expressing my emotions to others A U 0 s R N
35 The demands of adult hood are too great A U 0 s R N
36 I hate being less than best at things A U 0 s R N
37 I feel secure about myself A U 0 s R N
38 I think about bingeing (overeating) A U 0 s R N
39 I feel happy that I am not a child anymore A U 0 s R N
40 I get confused as to whether or not I am hungry A U 0 s R N
41 I have a low opinion of myself A U 0 s R N
42 I feel that I can achieve my standards A U 0 s R N
43 My parents have expected excellence of me A U o s R N
44 I worry that my feelings will get out of control A U 0 s R N
45 I think my hips are too big A U 0 s R N
46 I eat moderately in front of others and stuff myself when they are A U 0 s R N
gone
47 I feel bloated after eating a normal meal A U O S R N
48 I feel that people are happiest when they are children A U O S R N
49 If I gain a pound, I worry that I will keep gaining A U O S R N
50 I feel that I am a worthwhile person A U O S R N
51 When I am upset, I don’t know if I am sad, frightened or angry A U 0 S R N
52 I feel that I must do things perfectly or not do them at all A U 0 S R N
53 I have the thought of trying to vomit in order to lose weight A U 0 S R N
54 I need to keep people at a certain distance (feel uncomfortable A U 0 S R N
if someone tries to get too close)
55 I think my thighs are just the right size A U O S R N
56 I feel empty inside (emotionally) * A U O S R N
57 I can talk about personal thoughts or feelings A U 0 S R N
58 The best years of your life are when your become an adult A U 0 S R N
59 I think my buttocks are too large A U O S R N
60 I have feelings I can’t quite identify A U 0 S R N
61 I eat or drink in secrecy A U O S R N
62 I think that my hips are just the right size A U 0 S R N
63 I have extremely high goals A U 0 s R N
64 When I am upset, I worry that I will start eating A U 0 s R N
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Appendix 6
Wandsworth Local Research Ethics Committee 
1st Floor Grosvenor Wing
St George's Hospital 
Blackshaw Road 
London 
SW17 0QT
Tel: 020 8672 1255 
Fax: 020 8672 5304
Our Ref: IAS/rw /02.33.7
www .st-georges.org.uk
28th May 2002
Miss Alexandra Farley 
Trainee Clinical Psychologist 
137 Woking Road 
Guildford 
Surrey GU1 4RJ
Dear Miss Farley
Re: Explaining restrictive and bulim ic pathologies: The role o f schem a processes and
perceived parental experiences -  02.33.7
Thank you for your letter in which you reply to the points we made in giving conditional approval for 
the study.
These have now been addressed and I am happy to approve commencement of the study.
Yours sincerely
Canon Ian Ainsworth-Smith 
Chairm an
Local Research Ethics Com m ittee
Please Note: All research should be conducted in accordance with the guidelines of the Ethical Committee; the
reference number allocated to the project should be used in all correspondence with the Committee and 
the Committee should be informed:
(a) when the project is complete.
(b) what stage the project is at one year from today's date.
(c) if any alterations are made to the treatment or protocol which might have affected ethical approval 
being granted.
(d) all investigators whose projects have been approved by this Committee are required to report at 
once any adverse experience affecting subjects in the study and at the same time state the current 
total number of Serious Adverse Events that have occurred.
St George's Healthcare NHS Trust Incorporating: St George's Hospital, Atkinson Morley's Hospital, Bolingbroke Hospital 
Chairman: Catherine McLoughlin CBE Chief Executive: Ian Ham ilton
lossier: Major Research Project
23ffiPffl%x7 University Registry of Surrey
M s A lexand ra  F arley 
Trainee C lin ic a l P sycholog ist 
D epartm ent o f  P sycho logy
Guildford
Surrey GU2 7XH, UK 
Telephone
+44 (0)1483 300800  
Facsimile
+44(0)1483 683811
U n iv e rs ity  o f  Surrey
Dear M s  F arley
E x p la in in g  re s tr ic t iv e  and  b u lim ic  p a tho lo g ies : T h e  ro le  o f  schem a processes and  
pe rce ive d  p a re n ta l experience  (A C E /2002 /3 9 /P svch )
understanding that the E th ica l G uide lines fo r  Teaching and Research are observed. 
F o r yo u r in fo rm a tio n , and fu tu re  reference, these G uide lines can be dow nloaded fro m  
the C om m ittee ’ s website at h ttp ://w w w .su rrev .ac .uk /S u rrev /A C E /.
Th is  le tte r o f  approval relates o n ly  to  the study specified  in  yo u r research p ro toco l 
(AC E /2002/39 /P sych). The C om m ittee should be n o tif ie d  o f  any changes to  the 
proposal, any adverse reactions, and i f  the study is te rm inated earlie r than expected, 
w ith  reasons.
Date o f  approval b y  the A d v is o ry  C om m ittee  on E th ics: 23 J u ly  2002
Date o f  e xp iry  o f  approval b y  the A d v is o ry  C om m ittee  on E th ics: 22 J u ly  2007
Please in fo rm  m e w hen the research has been com pleted.
Y ours  s incere ly
I  am w r it in g  to  in fo rm  you that the A d v is o ry  C om m ittee  on E th ics has considered the 
above p ro toco l (and the subsequent in fo rm a tio n  supplied) and has approved i t  on the
Catherine Ashbee (M rs)
Secretary, U n iv e rs ity  A d v is o iy  C om m ittee on E th ics
cc: Chairm an, A C E
D r  J M u rra y , Supervisor, D ept o f  Psycho logy
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St George’s Hospital Medical School
Department of Psychiatry 
Psychology of Eating Disorders 
Room 0.250, Ground Floor, Jenner Wing 
Extension: 5532
M E M O R A N D U M
To: Alex Farley
From: Glenn Waller
Subject: R&D Proposal: Explaining restrictive and bulimic pathologies: the role
of schema processes and perceived parental experiences
Date: 10th July 2002
Dear Alex,
The R& D Committee looked at your proposal this week and was happy to approve 
you going ahead with the research (subject to Ethics Committee approval obviously).
Yours sincerely,
Professor Glenn Waller
Ermnra
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APPENDIX 9
INFORMATION SHEET - CONTROL GROUP - YPI ONLY
(July 2002 Version 2)
Title of Project:
Is the Young Parenting Inventory a useful measure?
Name of Researcher: Alex Farley
You are invited to take part in this research study. Before you decide, it is important for 
you to understand why the research is being done and what it will involve. Please take 
time to read the following information carefully, and discuss it with friends, family and 
your GP if you wish. Ask if there is anything that is not clear or if you would like more 
information. Take time to decide whether or not you wish to take part.
>Consumers for Ethics in Research (CERES) publish a leaflet called Medical Research 
and You. This leaflet gives more information about medical research, and looks at some 
questions that you may want to ask. A copy can be obtained from CERES, PO Box 
1365, London N16 OBW.
What is the purpose of the study?
Some research has suggested a link between early experiences and the development of 
eating disorders. Recently a questionnaire has been developed which requires you to 
think back to how you remember your parents or caregivers when you were growing up. 
The aims of the study are to assess how useful the questionnaire is and to examine 
more closely the relationship between early experiences and eating disorders. In order to 
do this it is first necessary to obtain data from a large sample, which can then be 
compared to an eating disorder sample.
Do I have to take part?
It is up to you to decide whether or not to take part. If you decide to take part you are still 
free to withdraw at any time and without giving a reason.
What will happen to me if I take part?
If you chose to participate, you will be asked to sign a consent form and complete a front 
sheet stating your age, sex and ethnic origin, it should then take you no longer than IQ- 
15 minutes to complete the questionnaire. Once completed, keep this information sheet 
and return the pack in the addressed envelope provided. The researcher will then 
examine this information and later compare it to an eating disorder sample.
You will not be approached regarding the research at any other time.
What are the possible benefitis of taking part?
Depending on the outcome of the study the Young Parenting Inventory could be used to 
help our understanding of the development of eating disorders thus informing future 
treatment methods. If the questionnaire proves useful it could then also be used in 
further research.
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What are the possible disadvantages of taking part?
Some people can find it distressing thinking back to what it was like for them when they 
were growing up. Therefore it is possible that completing the questionnaire could cause 
you some uncomfortable feelings. Should you wish to arrange a free and confidential 
debriefing/advice session including the provision of advice about gaining further support 
you can contact the researcher via e-mail at psm1af@surrey.ac.uk or by calling 
Springfield Hospital on 0208 6826747.
Will my taking part in this study be kept confidential?
All information that is collected will be kept strictly confidential. The consent forms will be 
kept separately from the questionnaire and held in a locked filing cabinet so that no form 
of identification is kept with your questionnaire.
What will happen to the results of the research study?
The results of the study will be used for a Major Research Project as part of a PsychD in 
Clinical Psychology. It is also likely that the research will be submitted for publication in 
an eating disorders or research journal. Anyone who chooses to take part in the study 
will not be identifiable in any report or publication.
Who is organising the research?
The research is being organised by a Trainee Clinical Psychologist as part of a PsychD 
in Clinical Psychology. The research is being supervised by Professor Glenn Waller, 
Psychology of Eating Disorders, St. George’s Hospital Medical School and by Dr. James 
Murray, Research Tutor at the University of Surrey.
Who has reviewed the study?
The supervisors outlined above, the Wandsworth Local Research Ethics Committee and 
the University of Surrey’s Advisory Committee on Ethics have reviewed and approved 
the study.
Contact for further information
If you have any queries regarding the research, please contact Alex Farley, Trainee 
Clinical Psychologist via e-mail at psm1af@surrey.ac.uk
Thank you for your time,
Alex Farley
Trainpp Clinical Psvrhnlnnist 
(Student sample, full questionnaire pack)
St. George’s Eating Disorder Service.
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INFORMATION SHEET - CONTROL GROUP -  FULL PACK
(July 2002 Version 2)
Title of Project:
Is the Young Parenting Inventory a useful measure?
Name of Researcher: Alex Farley
You are invited to take part in this research study. Before you decide, it is important for 
you to understand why the research is being done and what it will involve. Please take 
time to read the following information carefully, and discuss it with friends, family and 
your GP if you wish. Ask if there is anything that is not clear or if you would like more 
information. Take time to decide whether or not you wish to take part.
>Consumers for Ethics in Research (CERES) publish a leaflet called Medical Research 
and You. This leaflet gives more information about medical research, and looks at some 
questions that you may want to ask. A copy can be obtained from CERES, PO Box 
1365, London N16 OBW.
What is the purpose of the study?
Some research has suggested a link between early experiences and the development of 
eating disorders. Recently a questionnaire has been developed which requires you to 
think back to how you remember your parents or caregivers when you were growing up. 
The aims of the study are to assess how useful the questionnaire is and to examine 
more closely the relationship between early experiences and way that individuals with 
eating disorders think about themselves and the world. Your responses on these 
measures will be used to compare against an eating disordered sample.
Do I have to take part?
It is up to you to decide whether or not to take part. If you decide to take part you are still 
free to withdraw at any time and without giving a reason.
What will happen to me if I take part?
If you chose to participate, you will be asked to sign a consent form and complete a front 
sheet stating your age, sex and ethnic origin, it should then take you no longer than 30 
minutes to complete the questionnaires. Once completed, keep this information sheet 
and return the pack in the addressed envelope provided. The researcher will then 
examine this information and later compare it to an eating disorder sample.
You will not be approached regarding the research at any other time.
What are the possible benefits of taking part?
Depending on the outcome of the study the Young Parenting Inventory could be used to 
help our understanding of the development of eating disorders thus informing future 
treatment methods. If the questionnaire proves useful it could then also be used in 
further research.
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What are the possible disadvantages of taking part?
Some people can find it distressing thinking back to what it was like for them when they 
were growing up. Therefore it is possible that completing the questionnaire could cause 
you some uncomfortable feelings. Should you wish to arrange a free and confidential 
debriefing/advice session including the provision of advice about gaining further support 
you can contact the researcher via e-mail at psm1af@surrey.ac.uk or by calling 
Springfield Hospital on 0208 6826747.
Will my taking part in this study be kept confidential?
All information that is collected will be kept strictly confidential. The consent forms will be 
kept separately from the questionnaires and held in a locked filing cabinet so that no 
form of identification is kept with your questionnaires.
What will happen to the results of the research study?
The results of the study will be used for a Major Research Project as part of a PsychD in 
Clinical Psychology. It is also likely that the research will be submitted for publication in 
an eating disorders or research journal. Anyone who chooses to take part in the study 
will not be identifiable in any report or publication.
Who is organising the research?
The research is being organised by a Trainee Clinical Psychologist as part of a PsychD 
in Clinical Psychology. The research is being supervised by Professor Glenn Waller, 
Psychology of Eating Disorders, St. George’s Hospital Medical School and by Dr. James 
Murray, Research Tutor at the University of Surrey.
Who has reviewed the study?
The supervisors outlined above, the Wandsworth Local Research Ethics Committee and 
the University of Surrey’s Advisory Committee on Ethics have reviewed and approved 
the study.
Contact for further information
If you have any queries regarding the research, please contact Alex Farley, Trainee 
Clinical Psychologist via e-mail at psm1af@surrey.ac.uk
Thank you for your time,
Alex Farley
Trainee Clinical Psychologist
Supervised by Professor Glenn Waller 
St. George’s Eating Disorder Service.
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INFORMATION SHEET - CONTROL GROUP -  TEST RETEST GROUP
(Version 2 July 2002)
Title of Project:
Is the Young Parenting Inventory a useful measure?
Name of Researcher: Alex Farley
You are invited to take part in this research study. Before you decide, it is important for 
you to understand why the research is being done and what it will involve. Please take 
time to read the following information carefully, and discuss it with friends, family and 
your GP if you wish. Ask.if there is anything that is not clear or if you would like more 
information. Take time to decide whether or not you wish to take part.
>Consumers for Ethics in Research (CERES) publish a leaflet called Medical Research 
and You. This leaflet gives more information about medical research, and looks at some 
questions that you may want to ask. A copy can be obtained from CERES, PO Box 
1365, London N16 OBW.
What is the purpose of the study?
Some research has suggested a link between early experiences and the development of 
eating disorders. Recently a questionnaire has been developed which requires you to 
think back to how you remember your parents or caregivers when you were growing up. 
The aims of the study are to assess how useful the questionnaire is and to examine 
more closely the relationship between early experiences and eating disorders. In order to 
do this it is first necessary to obtain data from a large sample, which can then be 
compared to an eating disorder sample. To assess how stable the questionnaire is, it is 
also necessary for some participants to fill the questionnaire in again in 4 weeks time. 
This lecture group have been randomly selected for this purpose.
Why have I been chosen?
Both undergraduates and postgraduates from the University of Surrey are being 
approached at the end of their lectures to provide a large sample of data by which the 
usefulness of the questionnaire can be examined.
Do I have to take part?
It is up to you to decide whether or not to take part. If you decide to take part you are still 
free to withdraw at any time and without giving a reason.
What will happen to me if I take part?
If you chose to participate you can either take part now, or you can complete the 
questionnaire at a later date. Should you chose either of these options, you will be asked 
to sign a consent form and complete a front sheet stating your age, sex and ethnic origin, 
it should take you no longer than 5-10 minutes to complete the questionnaire. On the 
front sheet you are also asked to state your URN number so that the two administrations 
can be matched. The researcher will not have access to any personal details through 
your URN number. Once matched the URN number will be removed from the pack and 
destroyed.
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If you chose to take part now, keep this information sheet, read the consent form 
carefully and pass the completed pack to the researcher. The researcher will return in 
four weeks time and if you agree, you will be asked to complete the same questionnaire 
again.
If you chose to complete the questionnaire at a later date, please collect two addressed 
envelopes from the researcher
and a duplicate copy of the questionnaire pack. You are asked to complete and return 
the duplicate copy approximately four weeks after completing the first. You can either 
return the pack to the Clinical Psychology Department directly (20 AD 02) or through 
internal mail via your own departmental office. The researcher will then examine this 
information and later compare it to an eating disorder sample.
What are the possible benefits of taking part?
Depending on the outcome of the study the Young Parenting Inventory could be used to 
help our understanding of the development of eating disorders thus informing future 
treatment methods. If the questionnaire proves useful it could 
then also be used in further research.
What are the possible disadvantages of taking part?
Some people can find it distressing thinking back to what it was like for them when they 
were growing up. Therefore it is possible that completing the questionnaire could cause 
you some uncomfortable feelings. The researcher will wait outside the lecture room for 
10 minutes once everyone has left should you wish to arrange a free and confidential 
debriefing/advice session that will include the provision of advice about gaining further 
support. Alternatively, this can be arranged by e-mailing the researcher at 
psm1af@surrey.ac.uk or calling Springfield Hospital on 0208 6826747.
Will my taking part in this study be kept confidential?
All information that is collected will be kept strictly confidential. Once matched URN 
numbers will be removed and destroyed. The consent forms will be kept separately from 
the questionnaires and held in a locked filing cabinet so that no form of identification is 
kept with your questionnaires.
What will happen to the results of the research study?
The results of the study will be used for a Major Research Project as part of a PsychD in 
Clinical Psychology. It is also likely that the research will be submitted for publication in 
an eating disorders or research journal. Anyone who chooses to take part in the study 
will not be identifiable in any report or publication.
Who is organising the research?
The research is being organised by a Trainee Clinical Psychologist as part of a PsychD 
in Clinical Psychology. The research is being supervised by Professor Glenn Waller, 
Psychology of Eating Disorders, St. Georges Hospital Medical School and by Dr. James 
Murray, Research Tutor at the University of Surrey.
Who has reviewed the study?
The supervisors outlined above, the Wandsworth Local Research Ethics Committee and 
the University of Surrey’s Advisory Committee on Ethics have reviewed and approved 
the study.
281
Research Dossier: Major Research Project
Contact for further information
If you have any queries regarding the research, please contact Alex Farley, Trainee 
Clinical Psychologist via e-mail at psm1af@surrey.ac.uk
Thank you for your time,
Alex Farley
Trainee Clinical Psychologist
Supervised by Professor Glenn Waller 
St. George’s Eating Disorder Service.
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CONSENT FORM - CONTROL GROUP
Title of Project:
Is the Young Parenting Inventory a useful measure?
Name of Researcher: Alex Farley
Please initial below
1. I confirm that I have read and understand the Information __________
Sheet dated July 2002 (Version 2) for the above study, and
have had the opportunity to ask questions.
2. I understand that my participation is voluntary, and that I am __________
free to withdraw at any time, without giving any reason and
without my medical care or legal rights being affected.
3. I agree to take part in the above study. __________
Name of participant Date Signature
Name of person taking consent Date Signature
(if different from researcher)
Name of Researcher Date Signature
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FRONT SHEET fypi only and full pack)
Date of Birth:..............................................
Sex: ...........................
Country of Birth: Please tick as appropriate
England
Scotland
Wales
Northern Ireland 
Irish Republic 
Elsewhere
If elsewhere please write in the present names of the country
Ethnic Group: Please tick as appropriate
White .................
Black-Caribbean .................
Black-African .................
Black-other .................
Please describe .................
Indian................................ .................
Pakistani .................
Bangladeshi .................
Chinese .................
Any other ethnic group ................
Please describe .................
If you descend from more than one ethnic or racial group, please tick the group to which you 
consider you belong or tick the ‘Any other ethnic group’ and describe in the space provided.
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FRONT SHEET (test retest group) 
URN:.......................... ...........................
Date completed:
Date of Birth:......................................
Sex: ...........................
Country of Birth: Please tick as appropriate
England
Scotland
Wales
Northern Ireland 
Irish Republic 
Elsewhere
If elsewhere please write in the present names of the country
EthnicGroup: Please tick as appropriate
White .................
Black-Caribbean .................
Black-African .................
Black-other .................
Please describe .................
Indian................................ .................
Pakistani .................
Bangladeshi .................
Chinese .................
Any other ethnic group ................
Please describe .................
If you descend from more than one ethnic or racial group, please tick the group to which you 
consider you belong or tick the ‘Any other ethnic group’ and describe in the space provided.
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APPENDIX 10
INFORMATION SHEET - PATIENT VERSION
(10th April 2002, Version one)
Title of Project:
Is the Young Parenting Inventory a useful measure?
Name of Researcher: Alex Farley
You are invited to take part in this research study. Before you decide, it is important 
for you to understand why the research is being done and what it will involve. Please 
take time to read the following information carefully, and discuss it with friends, family 
and your GP if you wish. Ask if there is anything that is not clear or if you would like 
more information. Take time to decide whether or not you wish to take part.
>Consumers for Ethics in Research (CERES) publish a leaflet called Medical 
Research and You. This leaflet gives more information about medical research, and 
looks at some questions that you may want to ask. A copy can be obtained from 
CERES, PO Box 1365, London N16 OBW.
What is the purpose of the study?
Some research has suggested a link between early experiences and the 
development of eating disorders. Recently a questionnaire has been developed 
which requires you to think back to how you remember your parents or caregivers 
when you were growing up. The aims of the study are to assess how useful the 
questionnaire is and to examine more closely the relationship between early 
experiences and way that individuals with eating disorders think about themselves 
and the world.
Why have I been chosen?
You have recently been referred to the Outpatient Eating Disorders Service, 
Springfield University Hospital. All patients who are referred to this service between 
April 2001 and December 2001 are being asked to take part.
Do I have to take part?
You do not have to take part. If you do not take part, it will have no impact on the 
treatment that you will be offered.
What will happen to me if I take part?
You will be asked to complete a set of five questionnaires, that will take up to 30 
minutes to do.
What are the possible benefits of taking part?
Depending on the outcome of the study the Young Parenting Inventory could be used 
to help our understanding of the development of eating disorders, thus informing 
future treatment methods. If the questionnaire proves useful it could then also be 
used in further research.
What are the possible disadvantages of taking part?
Some people can find it distressing thinking back to what it was like for them when
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they were growing up. Therefore, you should discuss any such concerns with your 
therapist.
Will my taking part in this study be kept confidential?
All information that is collected will be kept strictly confidential. The consent forms will 
be kept separately from the questionnaires and held in a locked filing cabinet so that 
no form of identification is kept with your questionnaires.
What will happen to the results of the research study?
The results of the study will be used for a Major Research Project as part of a 
PsychD in Clinical Psychology. It is also likely that the research will be submitted for 
publication in an eating disorders or research journal. Anyone who chooses to take 
part in the study will not be identifiable in any report or publication.
Who is organising the research?
The research is being organised by a Trainee Clinical Psychologist as part of a 
PsychD in Clinical Psychology. The research is being supervised by Professor Glenn 
Waller, Psychology of Eating Disorders, St. George's Hospital Medical School and by 
Dr. James Murray, Research Tutor at the University of Surrey.
Who has reviewed the study?
The supervisors outlined above, the Wandsworth Local Research Ethics Committee 
and the University of Surrey’s Advisory Committee on Ethics have reviewed and 
approved the study.
Contact for further information
If you have any queries regarding the research, please contact Alex Farley, Trainee 
Clinical Psychologist at psm1af@surrey.ac.uk or at Springfield Hospital on 0208 
6826747.
This copy of the Information Sheet is yours to keep. If you agree to take part, then 
you will be asked to sign a Consent Form, and you will be given a copy of that form. 
Please read the consent form carefully, if you choose to take part, remove this 
information sheet for you to keep, sign the consent form and complete the front sheet 
and questionnaires attached. Once completed remove your consent form and place it 
and the questionnaires in the clearly marked envelopes held by the researcher.
Thank you for your, time,
Alex Farley
Trainee Clinical Psychologist
Supervised by Professor Glenn Waller 
St George’s Eating Disorders Service
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CONSENT FORM - PATIENT VERSION
Title of Project:
Is the Young Parenting Inventory a useful measure?
Name of Researcher: Alex Farley
Please initial below
1. I confirm that I have read and understand the Information 
Sheet dated 10th April 2002 (Version 1) for the above study, 
and have had the opportunity to ask questions.
2. I understand that my participation is voluntary, and that I am 
free to withdraw at any time, without giving any reason and 
without my medical care or legal rights being affected.
3. I understand that sections of any of my medical notes may be 
looked at by responsible individuals from South West London 
and St. George's Mental Health NHS Trust or from regulatory 
authorities where it is relevant to my taking part in research.
I give permission for these individuals to have access to my 
records.
4. I agree to take part in the above study.
Name of participant Date Signature
Name of person taking consent Date Signature
(if different from researcher)
Name of Researcher Date Signature
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FRONT SHEET
Date of Birth:......................................
Sex: ...........................
Country of Birth: Please tick as appropriate
England
Scotland
Wales
Northern Ireland 
Irish Republic 
Elsewhere
If elsewhere please write in the present names of the country
Ethnic Group: Please tick as appropriate
White .................
Black-Caribbean .................
Black-African .................
Black-other .................
Please describe .................
Indian................................ .................
Pakistani .................
Bangladeshi .................
Chinese .................
Any other ethnic group ................
Please describe .................
If you descend from more than one ethnic or racial group, please tick the group to which 
you consider you belong or tick the ‘Any other ethnic group’ and describe in the space 
provided.
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ADDRESS
DATE
Dear NAME
Notification to GP of patient’s participation in a research project
Patient’s name: ___________________
Title of Project: Is the Young Parenting Inventory a useful measure?
Centre Number:
Study Number:
Name of Researcher: Alex Farley
As you will know, this patient has recently been referred to the Outpatients Eating 
Disorders Service at Springfield University Hospital. She has recently been seen for 
assessment, and we will be writing shortly to outline treatment plans. In the 
meantime, I am writing to let you know that we have asked the patient to take part in 
a research project, examining the role of parental behaviour in the cognitive 
development of the eating disorders. She has completed five questionnaire 
measures, relating to her beliefs about herself, her parents and her eating.
It is not anticipated that there should be any side effects from this treatment, but 
please let me know if there are any unexpected changes in the patient’s behaviour 
over the next month. If you would like more information on this research (or would 
like details of the outcome of the study), please contact me at the address above.
Yours sincerely,
Alex Farley
Trainee Clinical Psychologist
Supervised by Professor Glenn Waller
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The Young Parenting Inventory -  Revised (YPI-R)
Name______________________________________  Date______________
INSTRUCTIONS: Listed below are statements that you might use to describe your parents. Please read 
each statement and decide how well it describes your parents. Choose the highest rating from 1 to 6 
that describes your mother, then your father, when you were a child and write the number in the spaces 
before each statement. If someone substituted as your mother or father, please rate the scale for that 
person. If you did not have a mother or a father, leave the appropriate column blank.
RATING SCALE:
1 = Completely untrue
2 = Mostly untrue
3 = Slightly more true than untrue
4 = Moderately true
5 = Mostly true
6 = Describes him/her perfectly
Mother Father Description
  ______  1. Loved me, treated me as someone special.
  ______  2. Spent time with and paid attention to me.
  ______  3. Gave me helpful guidance and direction.
  ______  4. Listened to me, understood me, shared feelings with me.
*ed
  ______  5. Worried excessively that I would get hurt.
  ______  6. Worried excessively that I would get sick.
  ______  7. Overprotected me.
  ______  8. Made me feel I couldn't rely on my decisions or judgment.
  ______  9. Did too many things for me instead of letting me do things on my own
  ______  10. Treated me as if I were younger than I really was.
*ov
 _______ ______  11. Made me feel unloved or rejected.
 _______ ______  12. Treated me as if there was something wrong with me.
 _______ ______  13. Made me feel ashamed of myself in important respects.
 _______ ______  14. Treated me as if I was stupid or untalented.
 _______ ______  15. Didn't really want me to succeed.
 _______ ______  16. Expected me to be a failure in life.
 _______ ______  17. Treated me as if my opinions or desires didn't count.
*bl
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Father Description
  18. Had very high expectations for him/herself.
  19. Expected me to do my best at ail times.
  20. Was a perfectionist in many areas; things had to be “just so”.
*PP
  21. Was a fearful or phobic person.
  22. Worried a lot about the family's financial problems.
  23. Had a pessimistic outlook; often expected the worst outcome.
  24. Focused on the negative aspects of life or things going wrong.
*pf
  25. Controlled my life so that I had little freedom of choice.
  2 6 . 1 felt that I didn't have enough individuality or sense of self separate
from him/her.
  2 7 . 1 felt that I didn't have my own sense of direction while I was growing
up because he/she was such a strong person.
*co
  28. Was warm and physically affectionate.
  29. Was uncomfortable expressing affection or vulnerability.
  30. Was private; rarely discussed his/her feelings.
*ei
  31. Would become angry or harshly critical when I did something wrong.
  32. Would punish me when I did something wrong.
  33. Would call me names (like “stupid” or “idiot”) when I made mistakes.
*pu
  34. Was concerned with social status and appearance.
  35. Placed strong emphasis on success and competition.
  36. Was concerned with how my behaviour would reflect on him/her in
the eyes of others.
  37. Seemed to love me more or pay more attention to me when I
excelled.
*cn
292
Research Dossier: Major Research Project
Scoring the YPI-R
To match the items on the YPI with particular perceived parental behaviours, look 
for the asterisks and two-letter codes throughout the inventory. These codes 
match up to the following list of perceived parental behaviours.
*ed - Emotionally depriving parenting
*ov - Overprotective parenting
*bl - Belittling parenting
*pp - Perfectionist parenting
*pf - Pessimistic/fearful parent
*co - Controlling parenting
*ei - Emotionally inhibited parent
*pu - Punitive parenting
*cn- Conditional/ narcissistic parenting
Each item on the YPI-R is scored on a rating scale from "1" to "6." Items 1 to 5 (the 
subscale emotionally depriving parenting) and item 28 (from the subscale emotionally 
inhibited parent) are scored backward. For these items a score of 1=6, 2=5, 3=4, 4=3, 
5=2 and 6=1. Mean scores for each subscale should then be computed. Higher scores 
indicate more maladaptive perceptions of parental behaviours and lower scores indicate 
more healthy perceptions of parental behaviours.
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